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EVOLUTION IN HUMAN COMMUNITIES.* 


By D. G. CaTCHESIDE, © 
Department of Genetics, University of Adelaide. 


THE subject of evolution in human communities is one 
which is at the very bounds of our present knowledge, but 
one of which humanity in general and medicine in par- 
ticular must soon take account. It is concerned with how 
the average heredity of man alters. 

We all know that like breeds like, but only within limits, 
for it is unusual for us to be unable to detect differences 
between individuals whereby we know them as individuals. 
Occasionally, in man, two persons, identical twins, may be 
similar to an extraordinary degree. Paradoxically, it is 
the study of the differences which gives the clue to the 
mode of inheritance and of change. To understand evolu- 
tion we need to know how the differences are determined, 
how they originate and what they mean for man as a 
community. Some of the most useful characters for 
analytical purposes are abnormalities, some of which are 
obviously pathological in character. The modes of 
inheritance these disclose are applicable to normal charac- 
ters as well. While genetics uses abnormalities for dissect- 
ing inheritance, it is not concerned solely, or even mainly, 
with such characters, which are used as markers or guides, 
like isotopes in chemistry. 


2Read at a meeting of the South Australian Branch of the 
British Medical Association on February 25, 1954. 


Figure I shows a pedigree of the inheritance of the 


‘ abnormality stationary night blindness. The squares 


represent males, the circles females; the solid squares or 


circles are affected individua]s, the open ones normal. Con- 


sideration of the pedigree shows there is a determinant, a 
gene, carried by the egg (or sperm), which is capable 
unconditionally of producing night blindness in an 
individual who receives the particular gene. In the 
pedigree an affected person is always derived from an 
affected parent, indifferently the mother or father. 
Secondly, an affected parent gives some affected and some 
unaffected offspring. Thirdly, affected and normal children 
tend to be equal in number. 


This leads to the basic theory of genetics that each 
individual, in his or her capacity as a progenitor, is double. 
An affected individual receives an abnormal gene A from 
the affected parent and a normal gene a corresponding to 
it from the normal parent. When the affected individual - 
produces gametes (eggs or sperms), these two allelic genes 
separate, each gamete carrying one or the other, and on 
the average equal numbers of the two kinds are produced. 
Combination with other gametes carrying only normal 
genes results in the half-and-half proportion of affected 
(Aa) and normal individuals (aa). 

The same sort of determination is shown by many other, 
generally rare, abnormalities in man, Well-known instances 
are brachydactyly and the chondrodystrophic type of 
dwarfism. 

Night blindness, and these other conditions; are 
dominants, in the sense that the abnormal gene is effective 
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in ‘single dose; the normal gene is recessive to ‘it. For- 
tunately 


these abnormalities due to dominant genes are 


Usually quite rare. The great majority of individuals 


«ithe gene is obviously 


. ance of the homo- 


‘trait if the other 


-in respect of their 
‘normality. 


‘ which are recessive 


_I1)..-Here the appar- 


_- mately half of which 
. are similarly hetero- 


matings 


‘affected individuals (Table I). 
particular recessive gene is 7, the proportions of the three - 


receive two normal genes, or rather sets of genes, from 
their parents, and transmit them to their offspring. Con- 
sequently most of us do not suffer from. night blindness, 
short fingers or dwarfism: A small proportion of individuals 


have one abnormal. and: (Aa), and :a- 


minute proportion may have two abnormal genes (AA); 
the former we will speak of as or in 
this respect, the 

latter as pure or 

homozygous. And, of 

course, the normals 


Some other abnor- 
malities are due to. 
abnormal genes 


to normal, that 


effective only in 
double dose (aq), . 
in which case pedi- . 
_grees of the type 


arbitrary value is taken for affected individuals as one in 
10,000, the gene frequency in the case of a dominant would 
be one in 20,000, and in the case of a recessive it would be 
one in 100. Since heterozygotes, which carry but do not 


show’a recessive, are about twice the gene frequency, these ~ 


would be about one in 50 of the population. The frequencies 
of recessive genes are startlingly high. Reported 
frequencies of affected individuals are: for phenylketonuria, 
one in 25,000; for albinism and cystinuria, one in 20,000; 
for deaf-mutism, one in 5000. The freusency of the corres- 
-ponding heterozygous 
carriers of these 
recessives would be 


one in 75, one in 70. 


and one in 35 ap- 
_ proximately. These 
values are somewhat 
high because of the 
- effect: of consanguin- 
ity in mating. In 
fact, it is rather 
probable that many 
of us are hetero- 
zygous for one or a 
few of these reces- 
sive abnormal genes. 


Numerous _reces- 


shown by. albinism 
are found (Figure 


ently uormal parents 
of an affected indi- 
vidual (Figure IIa) 
are always hetero- 
zygous for the ab- 
normal gene — that 
is, they must be Aa. 
Since such matings 


sive genes are known 
in man. Bxamples 


O mutism, hare-lip 
and phenylketonuria. 

Susceptibility to 

‘various infectious 

. been 

‘ claimed as recessive 
in inheritance for 

poliomyelitis and 

diphtheria, though 


will give rise to 
progeny approxi- 


zygous, 


increase the 
bility of the appear- 


zygous abnormal 
{aa).: All ‘the off- 
spring of an affected - 


the evidence about 
the modes of in- 
heritance is not 
perfectly clear. 


Some genes show 
special form of 
inheritance, related 
to the inheritance of 
sex.. In these cases, 
the abnormal charac- 
ter is much. com- 


parent: will show the - 


parent also’ 


in the population— 


of a population are constituted? In all cases the gene. 


frequency is. deduced from the observed frequency of 
If. the proportion of a 


possible classes of individual with random mating would 


be (1-2)*AA, 22(1-2)Aa and For an uncommon 


abnormal. dominant the gene frequency in which we are 
interested would be (1-2) and is about half the frequency 


of affected individuals, all of whom may be assumed to be 


‘heterozygous (all Aa). 
the of affected (all aa). 


For an uncommon. recessive, the 


significant gene frequency is ~ and is the square root of 
If an 


moner in one sex, 
usually the male, 
than in the other, 


-‘affected- (Figure and may even be 
Tis); half“ of the confined to it. This- 
is because the gene 
the trait if the other 
parent two, while males 
F have only one to- 
Figure Figure 1. gether with a 
Inheritance of the dominant. ital stationary onary night blindness. Ychromosome. Red- 
How frequent are the with Jean born about 637. (After Nettleship, green colour blind- 
these abnormal genes | 1907, ness is a good 
example, relatively 


common in men (about 5%) and rare in women (about 
0-25%). Hemophilia is another, hardly known in women. 

Although abnormal and even pathological characters 
have been used for studying the laws of inheritance and 
for demonstrating them, at the same tinie in the same 
pedigree there are normal genes which determine normal 
characters. Fortunately the majority of individuals inherit 
normal genes from one or both parents, so that they are 


= normal in respect to the society in which they 
t. 


So far we have considered cases in which a particular 
character’ occurs. unconditionally if certain .genes are 


present in an individual. This is by no means always true. 


are red hair, deaf- — 


‘ 
> 
4 


show only in the presence of the disease. 
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For example, a character manifested only in middle or old ' 


age obviously can be shown only if the individual lives 
sufficiently long. Susceptibility to a particular disease can 
1 In brief, par- 
ticular genes give a chance of causing a particular 
character in an individual; sometimes the chance is unity, 
sometimes less than unity. The chance (penetrance) 
depends upon the gene and the rest of the genes in an 
individual and upon the environment. But, even if the 
character is not shown by an individual who carries two 
‘doses of the abnormal gene, he (or she) still passes the 
gene on to his (or her) progeny. 

Further recessive abnormal genes frequently, and perhaps 
usually, have slight effects in the hybrid condition. Besides 
their obvious effects on form, most also usually reduce the 
vigour and fertility of individuals possessing them, and it 
is these properties which, showing relatively strongly in 
the homozygotes, also may show ‘more or less slightly, 
though detectably, in the heterozygotes. Technically, these 
individuals with reduced vigour or fertility have a lower 


@ 


Fievure II. 
Pedigrees of recessive albinism. (Modified after Pearson, 
Nettleship and Usher, 1911-1913.) The diamonds repre- 
sent progeny of unspecified sex; the inscribed figures are 
numbers of progeny of "the specified type. 


fitness. Hence the teiihe dominant and recessive are com- 


monly relative, and the degree or absoluteness of dominance | 


observed may be a matter of analysis. Moreover, in some 
respects a gene may be counted a dominant—as in 


sicklemia, which is the property of erythrocytes to become — 


sickle-shaped when placed in a medium deficient in oxygen 
—and in other respects a recessive, for the sicklemia 
homozygotes develop sickle-cell anzmia, 


Many characters are not clear cut, as, for example, 
height in man, which varies almost continuously. . The 
genes we have considered so far have been of the type one 
gene corresponding to one character. But characters like 
height are determined by many genes, some of them adding 
to and others subtracting from the possible measure. The 
complexity of the inheritance of the genes determining 
such variable characters requires special methods involving 
statistical mathematics for its demonstration and analysis. 
Characters inherited in this way are often those important 
in disease resistance, intelligence, aptitude, social adjust- 
ment and other complex attributes of humans. 

‘The genetic nature of such traits, and the relatively 


small influence environment has in determining character, 
_ disposition and susceptibility to disease, have been shown 


very strongly by studies of twins, in ,which.one-egg twins. 
are compared with two-egg. twins. In the former, the 
heredity is the same; in both, the ante-natal environment 
is as nearly the same as is possible. In general one-egg 
twins are extraordinarily alike, even if they have been 
reared apart in widely different environments. However, 
two-egg twins, of like sex, are no more alike on the: 
average than other siblings. The occasional lack of con-. 
cordance of one-egg twins has usually been ascribed to. 
chance accident, such as injury or the contraction: of an 
infectious disease; but it may also be due to genes of low 


TABLE I, 
Relation between Gene Frequency of. Manifestation of a Rare 
Genehio Defect in a Population. 
Genotype Dominant Recessive 
Genotype. _ Frequency. Abnormality. Abnormality. 
Homozygote AA (1—2)* 1 : 400,000,000 Remainder 
Heterozygote Aa 2a(1 —2) 1: 10,000 1:50 
Calculated frequency of abnormal gene |(1 —2z)=1 : 20,000 z=1:100 


1The frequency of manifestation is taken as one in 10,000 of 
the population, and the frequency of the recessive gene aS #. ' 


penetrance. As an example of twin study, we may cite 
Verschuer’s finding that rickets shows-a concordance of. 
88% in one-egg twins, compared with 22% in two-egg 
twins. This implies differences, hereditarily determined, . 
in the amount of vitamin D_ required by, different. 
individuals to prevent this disease. 

The lesser role of environment is not the readiest con- 
clusion for many to accept, but evidence from twins for 
this is strong. In one-egg twins lateness of splitting leads: 


© 
Dominant mutation in _ pedi of chon strophic 


dwarfism. (Modified a for Stephens, 1943.) 


to greater diversity at birth. Only one-egg twins. which 
have split early and have separate fetal membranes may 
be taken as having nearly identical heredity and ante- 
natal environments that are as similar as two-egg twins. 
It is wrong to suppose that one-egg twins start off ag 
identical and gradually diverge under the influence of . 
diverging environments. At birth one-egg twins differ as 
much in some ways as do two-egg twins; in weight they 
differ more. But after birth, the two-egg twins continue to 
diverge, while the one-egg twins actually converge. They 
are made more alike through the action of their identical 
heredities. . 


The next question is, what is the. source of the abnormal 
genes? Why do they occur? Briefly genes may very rarely 
suddenly change to different ones and thereafter remain 
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and produce the new type. ta Quite 
clear cases of this sudden appearance of new inherited 
characters are known in man. A of chondro- 
dystrophic dwarfism, inherited as a dominant, shows it 
appearing suddenly in one individual in a family of 12 
in Utah (Figure III).' By two normal wives, this affected 
son had 22 children, seven of whom were affected and 
many of whom transmitted it to progeny. The pedigree of 
hemophilia (Figure IV) makes it seem very likely that 
IV-6, the mother of the six affected sons, owed her 
hybridity for this gene to mutation. | 


“If abnormal genes can arise from normal ones in this 
way, why does not their frequency in the population 
increase? It is because they lead to a lower reproductive 
fitness of individuals having them. For some traits, early 
of eliminates before they 
reach mai y; marriage are 
reduced; for still 
others, ‘the number : 

_ of children produced 
falls below that of 
the of the 


is measured by the 
relative contribution 
to the next genera- 
tion, or more pro- 
perly that part of | 
the next generation 
which in its turn 


than unity, the par- 

ticular gene constitu- 
tion ‘will increase; if 6 
it is less than unity - Set ge 

it will diminish. This 

is the principle of 
naturial selection, 

which brought 

about evolution by 


1. 


‘they are and ‘have been those best for the organism and 
the species, 

. Each individual inherits several’ thousand genes which, 
working collectively, control the varied bodily processes. - 
Every one of these genes, that have resulted from evolu- 
tionary successful mutation, is Hable to further change, 
and its next mutation will most probably be a harmful one 
rather than. a beneficial one—that is, one with lower rather 
than greater fitness. It is for this reason that mutation 
appears to be pathological in nature, though it is not ' 
wholly so. This argues that there maybe a far greater 
number of different kinds of ailments whose characteristics 
are traceable to genetic changes. of natural origin than 
there are different kinds of infectious diseases. The 
argument leading to an estimate of the actual frequency 
of mutational disorders in populations and its responsi- 
bility for disease is complex. It has’been estimated that 

mutation as a cause 
of human _§ disease 
, must be responsible 
for between one-fifth 
and two-thirds of all 
deaths and _ for 
- failure to reproduce 
on the part of those 
who are not killed 
by acquired disease 
before maturity, or 
who are prevented 
from reproduction 
by purely extrinsic 


_. There are various 

7 factors in a civilized 
community which 

may- operate to 


alter quantitatively 
-.and so qualitatively 
man’s heredity, his 
pool of -genes, some 


the survival of the 
fittest: The relative 
fitness cf many 
abnormal genes is 
rather low. Obviously, 
the fitness of hemo- 
- philia in males must 
be very small (close 
to zero), that of 
chondrodystrophic dwarfism is less than 0-1 (less than 
10%). 

Thus genes producing abnormalities do not increase in 
frequency because their iower fitness results in their, reduc- 
tion in frequency by natural selection. However, they are 
not lost altogether, because new ones are being formed 
continually by mutation. Indeed, the frequency stays about 
constant, because after the long. period of evolution to 
which man,’ like other creatures, has been subjected, the 
two events, gain by mutation and loss through lack of 
fitness, have come into equilibrium. From the equilibrium 
states calculations may be made of the rate of mutation of 
normal to abnormal genes in man. For several the value 
is of the order of one in 50,000 per gene per generation. 
We do not know if this is representative of all genes in 
man, but it is similar to the frequencies in some other 
organisms in which it'has been studied experimentally. 


We might ask why these disadvantageous mutations still 
go on‘in man after ecuntless generations of evolution. In 
. @ sense they are the price paid for evolution, which occurs 
through the gradual selection of the fitter genes. If no 
variation occurred, there could be no selection and no 
organic evolution. 
’ seriously defective results are obvious. The small improve- 
ments which we hope occur are not so readily detectable 
by our present means, though looking at the achievements 
of man we can be sure they have occurred. The normal 
génes, which are the common ones, have, as the result of 

selection, been saved and increased in frequency, because 


6 
Ficurp IV. 
Recessive sex-linked mutation in pedigres: of hemophilia. (After Boggs, 1934. )» 


Variation occurs blindly, and the 


of them probably dis- 
advantageously. The 
‘two characteristizs 
- of heredity likely to 
‘be affected are, firstly, 
the intensity of selec- 
tion against disad- 
vantageous genes 
and, secondly, the 
frequency of mutation. Both operate to alter the frequency 


of harmful genes in the population. Most obviously, the 


protection of a civilized community, the improvement of 
living conditions, and especially, the benefits of medicine 
help persons with harmful genes to overcome or reduce the 
personal disadvantages of their heredity. This means that 
their genetic fitness would often be raised, and they would 
“tend to have more children. So, the frequency of harmful 
genes and of affected persons would be raised and would 
‘continue to rise until a new equilibrium was struck 


‘between the new level of fitness and the existing mutation 


rate. 

If it is unaccompanied by artificial selection, the pro- 
tection allows the transmission, to future generations, of 
the burden it has spared the treated generation, as well as 
that due to the new crop of mutations in each generation 
which cannot be avoided. Protection could continue in 
each generation; but the number of defectives would rise 
in ‘succeeding generations until the value became so high 
that a new equilibrium would be reached. This means 
that, despite all the improved methods and facilities which 
might be in use at that future time, the population would 
be undergoing as much genetic extinction as it did under 
the most primitive conditions. - In correspondence with 


this, the amount of genetically caused impairment suffered 
‘by the average individual, even thotgh he has all the 
techniques of civilization working to mitigate it, would 
by' that time necessarily have grown to be as great in the 
presence of the —e as it had been in the Stone Age 


| 
population. Fitness ' 
| 
| 
reproduces. If the 
bik fitness’ is greater | 
. 
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without them. ll the efforts of medicine on this score 
would have been in vain. The methods of medicine can 
ameliorate the effects of genetic disease, but unlike infec- 
tious diseases, cannot eradicate the causes. It may be 
objected, that medicine and technology in general will 
continue to make progress, so that after the centuries or 
millennia, needed to approach a new equilibrium, the sfill 
more advanced methods operating then might allow people 
to suffer from no more net disadvantages, or perhaps even 
less, than at present. That is, technical improvements 
might allow an indefinite postponement of the attainment 
of the inevitable equilibrium. This is a view based on 
blindly optimistic faith in the omnipotence of artificially 
controlled environmental influences. Its fallacy is of the 
same kind as the widely held view that the Malthusian 
principle is wrong. because advance in physical and 
economic techniques will in the future enable us always to 
increase our means of subsistence faster than our popula- 
tion can naturally multiply. In both cases the nature and 
the enormity of the situation have eine general com- 
prehension. ; 

From the point of view of positive ‘aiiaebhii it must be 
recognized that it would be impossible to eliminate genetic 
diseases completely because of the (iijtationally caused 
replenishment of the supply. The lo 
would be that at which affected individuals did not repro- 
duce; this would be a frequency of defect equal to the 
mutation rate for recessives and twice the mutation rate 
for dominants. This sets the lower limit that may be 
achieved, but there is virtually no limit to what the burden 
of genetic defect could become. The only means by which 
the load of genetic disability can be lightened permanently 
and securely is by coupling the ameliorative procedures 
of medicine with a rationally directed guidance of repro-. 
duction. 

The second source of change in the hereditary com- 
position of the community lies in the frequency of mutation 


itself. Already geneticists know of a number of agents. 


which will appreciably increase the frequency of mutation. 
Perhaps the most potent are the ionizing radiations, such 
as X rays, y rays of radium, neutrons and so on. Quite a 
small dose of these rays, of the order of 50 to 100r, will 
produce in the irradiated sex cells of an individual a 
frequency of new mutatfons, almost all of them harmful, 
equal to that likely to arise spontaneously during the whole 
lifetime of the individual. Unhappily the mutational effects 
of radiations are strictly cumulative. We are surrounded 
by the use of the rays in many ways, whether it is to see 
whether our shoes fit or our ‘teeth conceal hidden rot, or 
our chests the tubercle bacillus, and we are threatened 
with being surrounded by, atom bombs and breeder piles. 
Not only do we need to protect our reproductive glands, 
but these rays are also harmful in many ways to all living 
tissues and organisms. 

The genetic diversity of man is important in other ways. 
Until recently environments have been greatly diversified, 
and, in conformity with this; different races and classes of 
man have developed. . In part the various environments 
have selected communities best adapted to them, but also 
since man so greatly modifies his environment in some 
directions, the communities have modified their environ- 
ments to suit their genetic types better. This mutual 
reaction is bound to continue whether up or down. It 
exists not only between communities, but also within com- 
munities, in the form of classes which differ in their 
capacities. It is seen, for example, in the tendency for 
doctoring to run in families, the concentration of musicians 
(57) in the Bach family, of architects (13) in the Wyatt 
family, and of ‘ mathematicians (eight) amongst the 
Bernoullis. Not all members of these families follow the 
example of their relatives, because, despite the predisposing 
environment, they happen to have an heredity which 
inclinés them away from the family tradition. In mating, 
as in lesser social fusions, like attracts like; it tends to be 
assortative and so concentrates the talent in. a group 
which is somewhat isolated from the rest of the community 
as a class, though not so rigidly as Hindu castes. The 
concentration does not mean that all members of the group 


t level attainable 


will have the talent, or that none of the talent will be 
outside of it. The tendency will be for the group to recruit 
the outside talent and to lose to other groups those of its 
own who are less adapted to its special function. The same 
effects appear among races, classes and individuals who 
are technically backward, and who have been shown by 
their failure to respond to the opportunities given to the 
last two generations to be backward largely for genetic 
reasons. Teaching cannot correct backwardness due to 
genetic causes; only breeding improvement can hope to 
achieve this. 

In the past, as between communities, the more intelligent 
or more capable have always gained at the expense of their 
competitors, so allowing scope for natural selection to 


improve the average intelligence and ability by the failure 


of survival of backward races. During- the last century 
the advance of medicine and the practice of birth control 


‘have disturbed the ancient dynamic equilibrium. Both are 


inventions of the technically advanced classes of technically 
advanced societies. The:first, but not the second, has ‘been 
given to, or used by, the technically. backward classes and 
societies. _ Consequently the mode of fertility has been 
shifted to a lower value on the curve of variation of 
intelligence, of heritable educability and of ability of 
mankind as a whole. 

The possibilities and dangers of propagation unrestricted 
by disease have become fully realized only during this 
century, when indeed the over-population predicted by 
Malthus, and the decay from differential fertility of the 
less fit, feared by Galton, are coming upon us rapidly and 
together. The limit to the population of men the earth 
will support is set by the physical character of the earth 
and the genetic character of the men. If the latter 


‘deteriorate, fewer can be supported. A few men may by 


scientific discovery advance the possibilities of exploiting 
the growth of plants and animals on the soil of the earth. 
To realize these possibilities needs also the men with the 
genetically determined technical capacity to apply them, a 
capacity higher than that of the agricultural populations 
today in almost every part of the world. Human research, 
rather than agricultural research, is the main requirement: 
how to breed better farmers and to put them on the land; 
how to breed better artisans and all the other groups whose 
cooperation, rather than conflict, makes for the well-being 
of mankind in his communities. 


The principle being applied to the crisis is that the State 


~should accept responsibility for the nutrition, health and 


education of all from conception to the end of life. This 
principle is justified by the view that individuals who are 
not properly cared for in these respects are a burden and 


‘a danger to society. However, neither the State nor man- 


kind ean accept a responsibility which goes back as far as 
the fertilized egg without some day claiming the right to 
go further and control, as we do with our domesticated 
animals, the quality or proportions of the gametes which 
go to make the fertilized egg and the number of these 
produced. It is of limited value if all responsibility begins 
after fertilization and none is allowed before it, for then 
the irresponsibility of the backward would steadily . increase 
the irresponsibility of all. 

How this control can properly be exercised is the greatest 
problem confronting humanity today. If it is not solved, 
we shall be faced with a continuance on a grander scale of 
the old methods of preserving balance—war, famine and 
disease. Unfortunately, war is likely to be the predominant 
partner, and with atomic weapons heredity would be blown 
to pieces, for the chief lethal mechanism of atomic 
radiation lies in its .destruction of chromosomes, the 
bearers of heredity. By this means there is a chance that 
civilization would be in a position to commit suicide. 
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THE FASCL THE BREAST AND AXILLA. 
By E, Ss. ‘Mevers, 
From the Faculty of Medicine, of 


‘The following statements have been made by Meyers and 
Macpherson (1938): 
1. Most skeletal muscles are 


‘The exceptions are those lying upon bone, cartilage et 
cetera. Here the covering is found only on one side. 
This is an obvious but important consideration. 


2. The strength and arrangement of this investing 

' fascia vafies tremendously. Sometimes it forms a strong 

» closed investment known as a sheath; at other times 
there is merely a thin enveloping layer. 


Figure. I. 
The axilla. 


i" 3. Where muscles are in contiguity or, as in the neck, 
‘ where they overlie one ‘another, the fascial layer 


ng two muscles is common to these two muscles. 


separati: 
-In the living this is a fact of paramount importance and 
has been lost sight of in descriptions based upon studies 
-of the dead. ‘ 
- with the capacity of a living structure to. respond to 
stimuli in its own particular. way. | 


It. 


suspenso: Higement of, the axilla 


In an address to the Royal Australasian College of 
Surgeons in Brishene, Poate (1939) made the following 


statement: 

.° ‘With regard to the axillary fascia the same principle 
holds as in the cervical region, and in fact it holds for 
all parts, since the skeletal’ muscles are all covered by - 
fascia, certainly weak and ill defined in some areas, but. 
there if looked for. 


_ body. 


surrounded by fascia. 


Since 1938 I have waited until I had a medical artist 
who could portray these layers as they are in the living 
( I have to acknowledge the very great heip I have 
received from Sir: Hugh Poate in working out the best way 
to illustrate the fascia in question, and from Mies L. Pogue 
by her painstaking and accurate work. 

In the first picture the boundaries and wctent of the 


axilla are shown. Then in the subsequent pictures we note 


the following: (i) the fascia on the anterior aspect of the 
pectoralis major; (ii) the fascia on.the posterior aspect of 
the pectoralis major; (iii) the fascia covering the anterior 
aspect of the pectoralis minor; (iv) the fascia covering 
the posterior aspect of the pectoralis minor; (v) the fascia 
covering the serratus anterior; (vi) the fascia covering 
the subscapularis, teres major and latissimus dorsi; (vii) 
the fascia covering the short head of the biceps and the 
coraco-brachialis; the fascia; (ix) the 


axillary fascia. 


Figure 
‘Fascia rin t Ras all fascia cov the 
cove ng the pec co 


‘the la tasimus 


the - 
head 0 the bice raco-braghlalls 
covering. 


e axillary sheath. 


“All these layers of fascia vaty in strength and in ‘the 
direction of their fibres, both these points being determined. 
to a large extent by the action of the muscles. - 

Fascia covering the anterior aspect of the pectoralis 

pl is attached to the middle line of the anterior aspect 
the sternum and to the clavicle. Laterally and below 

{eis continuous with the fascia of the axilla and thorax. It 
is rather thin in the upper parts, but thicker in the 
interval between it and the latissimus dorsi. 


The fascia on the deep surface is strong, and this layer 


is divisible into three parts which have varying connexions, 
‘ag may be seen in Figures II and III. | 


The coraco-clavicular fascia, which is a strong fascia, 
occupies the interval between the pectoralis minor and 
subclavius and protects the axillary vessels and nerves. 
Traced upwards, it encloses the subclavius, and its two 
layers are attached to the clavicle in front and behind the 

muscle, 

Medially it blends with the fascia covering the first and 
second intercostal spaces, and laterally it is attached to 
the coracoid process. This portion is strong and some- 
times called the costo-coracoid ligament. Below this it is— 
thin, and at the upper border of the pectoralis minor gives 
a layer to both surfaces of that muscle: It is continued 
downward to join the axillary fascia, and the latter part — 
‘is sometimes known as the suapenscry — of the 
axilla. This can be seen in 


7 
“ 
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‘The fascia over the serratus anterior is firmly attached, 
and in stripping all the fascia off this muscle and disengag- 
ing intact the nerve to the serratus anterior care must be 
taken, otherwise the nerve will be damaged. The fascia 
over the subscapularis is a thin membrane covering the 


‘ 


Ficure IV. 


Showing the axillary sheath in relation to the serratus 

anterior and subscapularis and t vessels escaping 

between the scalenus er yt scatenus medius into 
e ax: 


subscapularis muscle, to which it is not very firmly 
attached, and again care must be taken not to injure the 
nerve to the latissimus dorsi. The relation of the fascia 
of the serratus anterior and of the latissimus dorsi is 
shown diagrammatically in Figure V. 


_Ficure Vv. 


‘Modified from Johnson’s “Operative Therapeusis” (1915), 
Volume 3, This is a diagrammatic figure showing fascia 
from the deep surface of the pectoralis major, fascia over 
the serratus anterior, fascia over the subscapularis and 
- fascia on the axillary sheath, all of which are removed 
. in the operation of extrafascial dissection of the breast. 


The fascia over the short head of the biceps and coraco- 
brachialis can be easily separated from the underlying 
muscles, and so also can the fascia covering the latissimus 


_ dorsi and teres major. 


The hollow of the armpit is well seen when the arm is 
in abduction. It is produced by traction of the fascia 
enclosing the pectoralis minor on the floor of the axilla— 
that is, the axillary fascia. 


The axillary fascia is a very firm layer, and if there is 
pus in the axilla and the fascia is not incised, it may 
spread up along the axillary sheath to the neck, In incising 
such an abscess by Hilton’s method, a small incision should 
be made between the, anterior and posterior folds of the 
axilla through the axillary fascia, and sinus forceps should 
be used to let out the pus. 

We see, then, that the axillary fascia extends between the 
lower border of the pectoralis major in front and the lower 
border of the latissimus dorsi behind. The axillary sheath 
forms the connecting channel between the neck above and 
the axilla below. When the great arteries and nerves of 
the neck escape between the scalenus anterior and scalenus 
medius they take into the axilla the fascia now known as 
the axillary sheath, 
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THE TECHNIQUE OF EXTRA-FASCIAL RADICAL 
MASTECTOMY. 


By Huex R. G. Poats, 
Sydney. 


An exact working knowledge of the axillary fascia is 
essential to a correct surgical technique in performing a 
radical mastectomy for carcinoma of the breast. The best 
way to visualize fascial planes is to remember that they 
are determined by the muscles of the area under considera- 
tion. Each muscle has its own complete covering of fascia 
which extends from the origin of the muscle to its bony 
insertion, These fascial envelopes give off sheaths to cover 
blood vessels and nerves or to overlay potential spaces 
between muscles, such as the floor or base of the axilla, 
which is closed over by extensions from the superficial 
layers of the fascie of the pectoralis major, latissimus 
dorsi and serratus anterior muscles. The axillary fat and 
the lymph glands lie within a fascial cone which extends 
up along the axillary sheath beneath the subclavius fascia 
(that is, the clavi-pectoral fascia) to enter the lower part 
of the posterior triangle of the neck, thus providing a 
tunnel or pathway for the axillary lymph vessels to join 
the thoracic duct or right lymphatic trunk. The concept of 
this fascial cone which encloses the axillary fat, lymph 
glands and major lymph vessels must be kept in mind 
clearly by the surgeon, as the maintenance of its integrity 
is an essential feature of the operation. 


In order to effect adequate clearance of the ‘subcutaneous 
lymph vessels over the breast, the edge of the incision 
should never come closer than five centimetres to .the 
periphery of the growth—often in stout subjects a good 
deal wider margin of safety can be determined. Before 
commencing the operation it is wise to mark on the skin 
with the point of the scalpel the area of the danger zone, 
so that the skin incisions can be kept wide of it. 


In view of the very liberal lymphatic drainage of the 
breast and also in order to control hemorrhage, a very full 
access to the axilla should be the first objective of the 
radical operation. The elliptical skin incisions are lightly 
outlined in full, but the whole thickness of skin is incised 
in about the upper two-thirds, the incisions meeting near 
the delto-pectoral groove and then being deepened. The 
freeing of the subcutaneous tissue must be made close to 
the deep layer of the skin, the incision being gradually 
shelved towards the pectoralis fascia close to the sternum 


in front, below the clavicle along to the delto-pectoral 


q 
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region sabe stiy and down onto the fascia of the latissimus 
dorsi behind. 

- . The delto-pectoral groove is determined with the cephalic 
vein, but the surgeon must keep medial to the vein always, 


- After the skin flaps are fully developed they are well 
retracted, and the superficial or anterior layer of the 
pectoralis major fascia is then incised as far as the lower 
border of the muscle medial to the delto-pectoral groove 
and also below the clavicle medially to the sternum. A 
broad, blunt dissector or the index finger s worked closely 


‘The superior flap is separated and retracted to the delto- 
pentose groove Pond medially below the clavicle. The 
cision through the anterior layer of the fascia is then 
made down over the lower border of the muscle. 
insert shows the muscle lifted out of its faocis envelope 
and divided close to its insertion. 


FIGuRE IL 
Insert shows stitching over the distal cut portion ‘of the - 
toe the muscle is divided below the 


80. as not to disturb the lymph ‘vessels associated with it, 
AS. their preservation is a factor in preyenting post- 
operative edema of the upper limb. — : 


FIGURE 


The deep layer of major fascia is divided 
from the. pectora minor muscle, whose fascia blends 
here with that of the pectoralis major fascia. The deep 
layer. of pectoralis major fascia is then divided below 
the clavicle. Insert shows pectoralis minor muscle lifted 
out of its fascial bed and divided close to its insertion. 


Ficure IV. 
Inse then’ pushed 


great nerves. . 


under the pectoralis major muscle near its tendinous 
portion, the muscle being lifted up from its deep layer of 
fascia. The muscle is divided and the distal portion over- 
sewn so as to control any oozing from the cut surface and 
prevent any later collection of serum. 


The clavicular portion of the muscle is next divided care- 
fully about 1-5 centimetres below the ‘clavicle sa that it 


> 
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i ILLUSTRATION TO THE ARTICLE BY ERIC 
GOULSTON. 


% Ficure I. 


ILLUSTRATIONS TO THE ARTICLE BY R. G. LEWIS AND L. W. KNIGHT. i 3 


FIGuRE V. Ficure VI. 


One tumour cell shown stained by Papanicolaou’s A section of tumour stained by the hematoxylin- 
method (x 550). eosin method (x 85). 
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ILLUSTRATIONS TO THE ARTICLE BY J. C. H. MORRIS, I. F. ROBERTSON, F. R. T. STEVENS, R. E. GRANT AND 
A. E. STUART. 


Fieure III. 
Oblique radiograph of left hypochondrium 
; showing calcification within a large opacity 
* representing the tumour. 


Figure VII. Figure VIII. 


Photomicrograph of the pheochromocytoma, showing Photomicrograph of phzochromocytoma, showing a 
columns of polyhedral cells arranged in a mosaic pattern group of tumour cells. lying within the lumen of a 
around numerous capillaries and sinusoids. vein. 
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will be possible to secure bleeding points, and the deep 
layer of its fascia is demonstrated by retraction of the 
divided muscle, 

This fascia is then incised from the secdoralis minor 
muscle near its insertion down over the coraco-brachialis 
muscle, after which the fascia over this latter muscle is 


Figure V. 
Incision of the fascia over the medial part of the first 
ae intercostal space. 


Ficure VI. 
A gauze swab over the index finger is pushed along the 
first intercostal beneath the clavi-pectoral fascia 


and deep to the vessels and nerves, the apex of the 
axillary cone of fascia being freed. 


incised, and beneath it the axillary sheath is opened; that 
is, three fascial layers are to be dealt with, the axillary 
vessels’ and the’ great nerves being thus exposed. The 
fascia is pushed medially by a gauze swab to demonstrate 
these structures clearly and to secure the blood vessels of 
the axillary space as the dissection develops. 


The pectoralis minor is then divided close to the coracoid 
process, and incision of the deep layer of the pectoralis 
fascia is carried along below the clavicle. The fascial 
sheath enclosing the axillary vessels and nerve trunks is 


Figure VII. 


The finger pushes the axillary fascia downwards and 
frees the minor blood vessels for ligature and division. 


Fiegure VIII. 


Incision of the latissimus dorsi fascia along the anterior 
border of the muscle. . Insert shows separation of the 
deep. layer of the fascia medially from the muscle. 


also incised upwards, so that their full course can be 
cleared -with a gauze swab. 

Next an incision is made through ‘the fascia over the 
medial aspect of the first intercostal space exposing the . 
underlying muscle. This step is a most important one, as 
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it is the key to correct clearance of the apex vad the axillary 
fascial cone. 

With a gause swab over the index finger this layer of 
deep fascia can then be detached from below the subclavius 
and carried down behind the vessels and nerves, the 
axillary sheath thus being stripped from them and the 
serratus anterior fascia being pushed down from the medial 


Figure IX. 


The hace layer of latissimus dorsi f is shown with | 
vessels and nerves behind. it. is layer is 
‘and the. lateral the axillary sheath is 


wall of the axilla. Although the apex of the fascial cone 
is thus torn across at its entry to the cervical region, it is 
usually well above the superior group of axillary lymph 
glands. 

The ere and other branches of the axillary artery 
and can be determined very easily and divided 


‘ Figure X. 
The insert shows of the step 
main shows the 


meth of strip) e fasc rom e 


between ligatures close to the main vessels until the lower 
part of the axillary space is reached.. The intercosto- 
brachial nerve has to be divided; but do not. attempt to 
define the subscapular vessels at ‘this stage, simply carry 
the posterior skin flap well down to its lowest, level. over. 
the latissimus dorsi. 

the mass of breast, muscle and axillary 
iahy so 
“the latissintus dorsi muscle. Incise the fascia 

pert ‘muscle closé'to' its ‘anterior border and free the: 


as to ‘alldw free ‘exposure of the anterior. 


the actual ‘operative field 


muscle from its fascia medially for one or two centimetres, 
either with the handle of the scalpel or with a gauze swab. 


It is riecessary to divide the fascia laterally coming from 
the axillary sheath to the latissimus, then run the point of 
the knife along the deep layer of latissimus fascia to the 
serratus anterior and push the axillary contents medially 
with a gauze swab, thus clearing the vessels and nerves to 
the latissimus dorsi and displacing the subscapular group 
of lymph glands eer still within the fascial” axillary 


cone. “ 


By gauze dtebdction directed medially from the axillary 
vessels the fascia of the subscapularis muscle is reached 
and is incised so that the axillary contents can be displaced 
forwards until the serratus anterior fascia is reached. This 
is now incised along the medial wall of the axilla, and the 
nerve to the serratus~ anterior is exposed. ‘The serratus 
fascia is cleared forwards up to the origin of the pectoralis 
minor muscle, which can now be divided close to the ribs. 
The lateral branches of the third, fourth and fifth inter- 
costal nerves with blood. vessels have to be 
divided. 


Ficure XI. 
The axillary space is now clear. except for the serratus 
fascia which is shown incised to 
ing freed from ‘the muscle. 


The lower end of the anterior skin flap is then completed 
and retracted so that the pectoralis major muscle can be 
freed from its .costal origins and defined to. its sternal 
origin. It is best to turn the muscle and mass of breast 
tissue, glands, et cetera, medially so as to secure the 
perforating vessels from the internal mammary artery as 
they enter the muscle in the intercostal spaces close to the 


‘sternum, working from below upwards until the mass of 


tissue can be removed. If the operation is performed 
correctly, no lymph glands are ever seen, as they are within 
the fascial axillary cone. 


Vessels .are then tied off; and as disbbete hemostasis as 
possible is obtained. Adequate drainage is provided for, 
and the skin: flaps are sutured. A thick layer of gauze- 
covered wool pads is applied with one .firm pad in the 
axilla, . The type of bandage used by Sir- Alexander 
MacCormick is far better than any other form of fixation 
for the dressings asit is adapted to the individual. and 
provides slings for the arm and forearm. It is left 
untouched for some two days, after which lighter dressings 


_ can be applied and movement of the upper limb encouraged. 


The technique described. subjects. the patient to. a 
minimum of blood loss and risk of “milking” of carcinoma 
cells along thelymph vessels. Healing is secured within 
ten to fourteen days, free movement of the upper limb is 
and edema of arm is rarely seen, = 


‘Adequate ’ sterilization of the whole skin area well beyorid 
is essential to primary healing, 
d' the “Zephiran” and spirit technique has proved most 
isfactory. Also at each change of dressing and. before 
tubes or stitches are removed, an application of monacrin 


we 
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emulsion is'made. over a wide area to prevent any possi- 
bility: of: secondary infection. Fine silk is.used for all 

"acknowledgements. 

This technique has been developed from that employed 
by Sir Alexander MacCormick, which was an improvement 
on the original Halsted operation. The closest description 
to it that I have seen’ was published many years ago in 
Johnson’s “Operative Therapeusis”. For the intimate 
details of the axillary fascia I am largely indebted to 
Professor EB. S. Meyers, who has given such excellent 
descriptions of the cervical fascial planes and now of the 
axillary fascia. I am indebted to the late Mr. David Farrell 
for the drawings, which were made during operations’ 
performed some years ago. 


GEORGE THOMAS HOWARD: HIS MEDICO- 
HISTORICAL ACTIVITIES.' 


By Howarp Boyp 
Melbourne. 


At the inaugural meeting of the Section of Medical 
History of the Victorian Branch of the British Medical 
Association, held on November 3, 1933, Dr. G. T. Howard 
(1934) délivered an address entitled “Port Phillip’s Early 
Doctors, 1835-1839”. It is fitting that at this meeting, 
which marks the resumption of our deliberations, we 


. Should record for a new generation what we know of 


Howard in association with local medical-history. We have 
a file in our museum which contains portion of his manu- 
script material on early metiical Melbourne, the local 
application of Listerism, brief appreciations of some of 
Howard’s teachers and colleagues, and a short summary of 
the state of medical knowledge when he was completing 
the medical course in Melbourne at the end of 1885, We 
know that he commenced.to write a book on the early 
history of the medical profession in Victoria in collabora- 
tion with his close friend, Dr. Felix Meyer. Unfortunately 
the project was undertaken too late in life to be completed. 
I had the benefit of access to their notes during the 
preparation of “Happenings of the Now Long Past: The 
Centenary of the Medical Society of Victoria” (Graham, 
1952). They intended to open their book with several 
short chapters on certain medical aspects of the discovery 
and settlement of the Port Phillip district; I adopted a 
similar approach to the subject, but I obtained-and verified 
my facts from the original sources. 


Forty years ago, when I was finishing the medical 
course, George Howard was my senior teacher of clinical 
medicine at the Melbourne Hospital. I knew him, though 
not intimately, during the next twenty years. I propose 
herein to relate some of the principal biographical details, 
to” give a short account of what I know of his publications 
on historical subjects, to quote rather extensively from 
some of the manuscript material which has not been pre- 
viously published to my knowledge, and to add a little 


' about the projected book. Thus those of us who would 


like ‘to follow up his objectives may get some starting 
points and be inspired by his enthusiasm. 


ay George Thomas Howard (1857-1934). 

«Mr. ‘and Mrs. J. J. Howard, ‘George Howard’s parents, 
came to Victoria from Ireland about 1853 and were living 
at Long Gully -when he was born in 1857 (Sutherland, 
1888). The Long Gully diggings were approximately one 


- and a half miles from Sandhurst (Bendigo) in the Heath- 


cote and .Waranga South Division of Sandhurst Mineral 
District (Brough Smyth, 1869).. George obtained his 
secondary education at the Sandhurst High School and, on 


1 Read of the Section of Medical History of the 
nee e Apgar Medical Association on reh 15, 


leaving school, he became a teacher (Meyer, 1934). He 
graduated in arts at Melbourne in 1882, but he repeated 
the doughty performance of Harry Brookes Allen by taking 
the first and second years of medicine concurrently with 
the third year of his arts course. Gandevia (1948) has 
recorded that Howard was a member of the committee in 
1882 which founded Speculum, the organ of the Medical 
Students’ Society, and that he was treasurer of the society 
during the two last years of his course. He obtained. the 
qualifying degrees in medicine and surgery in -1885-1886 
along with brilliant stalwarts such as A. L. Kenny, A. J. 
Wood and J. F. Wilkinson (Medical School Jubilee, 1914). 
Howard was then appointed to the resident medical staff 
of the Melbourne Hospital and remained there until he 
became doctor of medicine in 1888. Then he commenced 
general practice at Clare House, 226 Nickolson Street, 
North Fitzroy, and he practised at that address for many 
years. At first he was also a demonstrator in the anatomy 
department of the University. In 1889, however, he was 
elected by the subscribers to the position of physician to 
out-patients at his hospital. The Training Schooi for 
Nurses opened at the Melbourne Hospital in 1891, and 
George Howard was one of the original lecturers to the 
trainees. He became a physician to. in-patients in 1898 
and carried out the important duties of that appointment 
until he retired in 1916. As a consultant physician he 
had, at different times, addresses at 131 Collins Street East 
and 4 Collins Street. He contributed to the professional 
journals on such subjects as empyema, pulmonary hydatid 
infestation and hydrotherapy for typhoid fever; but we 
need not discuss that aspect of his career now. In 1914 he. 
was appointed Lecturer in Clinical Medicine at the Mel- 
bourne Hospital, and the lectures were - great practical 
assistance to the students. 

Australia was deeply involved in war when Howard’ 
retired from the staff of the Melbourne Hospital in 1916. 
As an honorary major he was busily engaged in medical 
work at the 5th Australian General Hospital, Melbourne, 
and, of course, that work continued until the end of the 
war. His masonic activities were unbroken; he was greatly 
respected as a Past Worshipful Master of the University 
Masonic Lodge. He became a member of the Victorian 
Historical Society and soon evinced profound interest in 
the historical details of the early days of Melbourne. 


‘ Howard always took a keen interest in the training of 
nurses and in the activities of the medical students. In 
1920 he produced the programme of the first students’ 
smoke night, which was held in 1883; a copy of it was 
printed that year in Speculum (Gandevia, 1948). To him-is 
also attributed the information that A. ‘W. Rinder was the 
author of several songs that have been favourites of the | 
medical students through the years. He also served his 
colleagues well as a committeeman of the Medical Society 
of Victoria and became President in 1904. He was one of 
the band who managed the fusion of that society with the 
local Branch of the British Medical Association at the end 
of 1906. 

Towards the end of his life George Howard had- to 
restrict his activities, but his mind was agile and. resilient. 
He died at his home at 13 Tourello Avenue, Hawthorn 
East, on July 17, 1934, less than .a year after delivery. of 
the inaugural address to the Section of Medical History 
and at the ripe age of seventy-seven years, 


A long obituary notice appeared in The Argus on July 
18, 1934, as a testimony to his worth, his ability and the 
feeling of bereavement of the multitude of’ his friends and 
admirers. Meyer (1934) has left. a word picture for us 
which will serve to show what manner of man Howard 
was. Though Felix Meyer graduated in medicine five years 
before George Howard (Graham et alii, 1937), they. had 
much in common as contemporaries and were very good 
friends to the end. 

Looking back to the long years of our friendship, he 
has always stood out for me as a man of unusual attain- 
ments, unassuming, without any parade of learning, of 

‘sound judgement, with a shrewd estimate of character. 
He had a full sense of humour and his comments alwhys 
touched the subject; men or events, appositely and 
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pleasantly, never ethical himself, he 
could not understand unethical conduct’ in others. He 

- was sincere without being dour and, though he never 
sought to impress, he impressed by his sincerity and his 

‘broad outlook.. He enjoyed life; he loved his profession; 

he brought to it philosophy and sympathy. His family 
life was very happy. He will be well and affectionately 
remembered .by those who knew eo for what he was— 
a man of most likeable character and gpearervas a fine 

type of physician and scholar. 


‘Howard’s Medico-Historical Publications. 


George Thomas Howard made a deep study of some 
aspects of our local history prior to the period of his own 
participation. Research on this subject was intensified 
after he relinquished active duty at the Melbourne Hospital 
in 1916; but it appears that it was several years later 
before he wrote or lectured about it. He has told us 


- himself (Howard; 1934) that he waited until the time of 


increased leisure arrived. We should obtain a complete 
collection of his medico-historical- publications. When we 
come to collate all that is known of -the medical worthies 
who pioneered the medical development of our State, we 
cannot afford to overlook the information supplied by him. 


What I have found is almost sure to be incomplete. It 
consists of published articles and manuscript. Publications 
by him or about him have appeared in The Melbourne 
Hospital. Clinical Reports, in The Argus and in THE 
MepicaL JoURNAL oF AUSTRALIA. We should search for 
further contributions in The Argus, in the Proceedings of 
the Historical Society of Victoria, and in Speculum. 


The Melbourne Hospital Clinical Reports. 


' + The Melbourne Hospital Clinical Reports finst appeared 
in 1930. The first number opened with a very brief account 


of the history of the Melbourne Hospital by George Howard 


(1930). It contains some bare facts which are fragmentary 


and unaccompanied by much detail or comment. 
In. June, 1933, his initials (Howard, 1933) appeared 


below the obituary notice of John William Springthorpe, 


his only senior as a consultant physician of the Melbourne 


Hospital. 


In December, 1933, the first scientific paper read before 


Medical society in Victoria was reproduced in full. 


was by David Thomas and we have the original in our 
museum inscribed by George Howard. K. D. Fairley has 
informed me that.the editorial introduction was written 
by the co-editor, S. O.. Cowen. In it the statement is made 
that Howard had recovered Thomas’s manuscript and had 
written on the subject in The Argus of July 8, 1933. A 


paragraph from that contribution to The Argus is quoted, 


by Cowen (Cowen, 1933). 
A year late, Cowen (1934) published the obituary notics 


17 gett Thomas Howard and an excellent portrait of him. 


Contribution to The Argus. 


_ Powards the end of 1930, three articles were published 


in The Argus which were written by George Howard. The 
first appeared on October 4 and the third on November 29. 
The first article was entitled “Barry Cotter—Melbourne’s 
First Doctor”; Our museum file contains the typescript 


and also the cutting from The Argus. We.also have the 
. typescript of the second article with the caption “Doctors 


of The Thirties—Barry Cotter’s Contemporaries”; and the 
cutting is also preserved of the third one, : eeneauserdiond of The 
Porties—Some Memorable Public Figures”. 


It has been already noted that Howard contributed an 


«article on the first scientific paper in The Argus of July 8, 


2933, and that, on July 18, 1934, a lengthy obituary article 
was published in that daily newspaper. It is quite probable 
that other articles by him were published sporadically 
therein; but the search has not yet been made for them. 


"Phe Medical Journat of Australia, 


The most important contribution which has been found 
is. the address on “Port Phillip’s Early Doctors, 1885-1839” 


e (Howard, 1934). IT have gone over the ground he covered 


in that article very carefully, and 
by comparing my text 1952) 
th h 


The obituary notice and the appreciations which follow 
it (Meyer, 1934) are important as sources of 
about Howard. 


‘The Manuscript Material. 


Apart from the few manuscript notes prepared ‘for use 
in. the opening portion of the book to which reference has 
already been made, the material left by Howard. with 
Meyer, presumably for use in later chapters which were 
never written, may be divided under four headings: (a) 
“Early Medical Melbourne”, containing 29 pages, of which 
some are fragmentary; (b) “Personalities”, 19 pages; (c) 
“Listerism”, nine pages; and (d) “Condition of Medical 
Knowledge ‘in 1885”, five pages in note form. 


_ Early Medical Melbourne. 


Most of the information contained in the section on early 
medical Melbourne has been used by ‘Howard himself or is 
readily obtainable from other sources; but some parts of 
it have not yet been found elsewhere. _Having traversed 
the early story and mentioned the alternation of good and 
bad times, Howard described the “bursting of the boom” 
in 1842 and went on to state the position reached by 1846: 


Things had settled down again and citizens were once 
more satisfied to depend for existence on primary indus- 
tries with exports of hides, wool and tallow. Assisted 

-.. Immigration had ceased and with it the rush of doctors 
who- used to come out as ship’s surgeons and stay at 
Port Phillip Settlement. The Arcadian simplicity of 
1835 had gone and much of the paraphernalia of Govern- 
ment had been installed ‘in the shape of a governor | 
called a superintendent living at “Jolimont”, the army, 
about 30-in number, the Law with judges,, juries, police, 
executioner and gaol, a‘! City Council without a town 
hall but with five medical members and a city rate 
(eight pence), a small post office on the present Elizabeth 
street site, a: Customs House, militia yeomanry who 
periodically sported their fine uniforms, churches but no 
bishops yet, a small wooden bridge and the incomplete 
Queen’s wharf. Streets were “surveyed” but, except in 
the centre, little else was done except that the huts 
were gone from the roads though numerous stumps 

* still remained to lessen the monotony of city journeys 
especially after the Ball. Elizabeth street was 
periodically flooded, there was a “bridge” over it at 
Flinders lane and ‘the only night lights were outside 
hotels. Washing was no longer hung out from tree to 
tree across the streets. Water was pumped up from 
the Yarra east of the Falls and carted. around in barrels. 
Candles often of home-made tallow were used for 


The hub of the city was moving eastwards; suburbs 
were commencing—Collingwood (Newtown), Richmond, 
Heidelberg, Brunswick. There were two steam saw-mills, 
and a flour mill at Dight’s Falls. Two or three cabs 
plied for hire in Collins street. The Athenaeum, Phil- 
harmonic and Melbourne Clubs were very. live bodies. 
At the Queen’s Theatre George Coppin could be seen as 
Sir Peter Teazle or as Paul Pry. Occasionally Bachelors’ 
Balls and Return Balls were held. There were a 
Pickwick Cricket Club with Sam Weller as secretary, 
a Pickwick schooner and a Pickwick Hotel in Swanston 
street. Hotels were nearly as numerous as the leaves 
-_in Vallambrosa. The was beginning to 
demand “Home Rule” and a parliament; those boons 
however did not arrive until’ 1851. : 


The ‘doctors numbered about thirty. There were one 
‘small temporary hospital in Bourke street west and one 
for “down and out” people and immigrants in Spencer 

- street. No. great changes in medical practice had 
occurred since 1835, Astrology and alchemy had, gone 
from the pharmacopeia but still flourished in non- 
_ medical circles. .Bleeding had not gone out of fashion 

. but was losing its popularity. Elegant pharmacy such 

- as sugar-coated pills and tasteless elixirs had not — 

' appeared on the medical horizon; the doses were 

- appallingly large and exceédingly nasty. Some common 
remedies, were camomile and horehound "tea, marsh- 


. é mallow poultices and cobwebs for cut fingers: Crippled 


Were very common largely as a-result of profes- 
mal ignorance. The stethoscope had just arrived but 
the clinical thermometer had not; neither had the doctor 
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learnt to count the pulse, watch in hand. Cullen, who 
was looked upon as a great physician, was saying about 
this time that he knew of no cure for rheumatic fever 
but six weeks, in bed with patience and _ flannel. 
Operations were few and far between and practically all 
were superficial except for amputations; and those had 
a 60% mortality. Yet things medical were infinitely 
better than they had been one hundred years before. 


The doctors dressed much more simply than their 
predecessors. The bell-topper had come and so had the 
prosaic trousers and unlovely boots. . Sometimes they 
wore half-Wellington boots and an occasional medical 
fop wore high boots to his knees with tassels attached. 
The frock coat had not arrived, the prevailing wear 
being a long cutaway Beaufort, sometimes brown or 


blue or bottle-green, with numerous buttons. They. 


changed into’red when they followed the hounds in 
‘Malvern Vale, Heidelberg or out past Essendon. The 
doctors’ ladies wore—well a great deal more than their 
» great-grand-children. © Lavender, old lace and large 


families were much in evidence. Quite obvious were . 


_ Quaker bonnets, the very latest in Indian shawls and 
crinolines of incredible diameter. Shapely legs enclosed 
in silk stockings were never seen; a great-grandma 
resuscitated now would probably have a succession of 
* violent fits. A display of shapely legs in silk stockings 

was simply “not done”; even an undue display of ankles 

- would have resulted in instant social ostracism. Servants 
were obtainable for five shillings a week but there were 
no coal, taps, kerosene or primus stoves; they managed 
simply with wood fires and camp ovens but evidently 
they were quite happy. The buggy had not arrived; 
its two-wheeler predecessors were the jingle—a kind of 
dog cart—and the Trish jaunting car. The more 

-. lordly people used four-wheelers—Landau, barouche, 

_ Brougham, Victoria—which in their old age seemed to 
find their way to Hobart to do duty there as street cabs. 
The doctors were all general practitioners and most of 
them did their own dispensing. 


In 1846, two notable events happened; one was of 
local, the other of international medical importance. The 
local event was the foundation of the Melbourne Hos- 

. pital on March 20, 1846, on the same day as that of 
Prince’s bridge; the bridge took four years but the hos- 
pital was built in two years. It contained an esthetic 
hall and had a surplus budget for the first three years. 
The international event was the discovery in the United 
States of America of the anzsthetic properties of ether. 
Travel was slow in those days yet exactly one year 
after the announcement of the discovery, Dr. D. J. 
Thomas, of Melbourne, used ether in the presence of a 
few awe-inspired colleagues and operated on the patient 
successfully. Similarly, one year after the discovery of 
the anesthetic properties of chloroform, Dr. Thomas 
pioneered its way in Melbourne. He was obviously very 
wide awake to the value of the discoveries and used 
them to the great advantage of his patients. . 


Our next excerpt is from Howard’s description of a 
decade later when the Medical Society and its organ, the 
Australian Medical Journal, had become active. 


Like the lay journals of the period, a medical spade 


was never referred to as an agricultural implement; in 
fact, the writers of letters and sometimes of the leading 
articles seemed to consider a spade auite an inadequate 
word with which to express their feelings. The technical 
papers were naturally of varying degrees of value— 
good, bad, and indifferent—carefully prepared and, slip- 
shod. One worthy mentioned correctly enough that 46% 
of the total mortality was in children under five years; 
and that 90% of these deaths were of children under 
one year. He went on to prove to his own complete 
satisfaction that teething was responsible for this very 
serious state of affairs. An interesting and very plain- 
spoken correspondence followed from which the author 
emerged very ruffled. 


In other cases the cures seemed -worse than the" 


diseases; for example, in scarlet fever, in which sore 
throat is at first such a prominent feature, they swabbed 
the throats of the poor children with strong solutions of 

. nitrate of silver and with a solution of chloride of zinc 
. ten times as strong as we use for adults. Another con- 
tributor suggested chloroform, by mouth, for delirium 

'< tremens. Croton oil, one minim, and extractum colo- 
..eynthi compositi, eight grains, every three hours, for 
cerebral injury, was heroic treatment and makes one 

. > think the patients must have been giants in those days. 
Diabetes was treated by a large epigastric blister, opium. 

’ and creosote; as we did not know the cause of diabetes 


T 
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until recently, this treatment illustrates how the blind® 
grope after the truth, The majority of the papers were, 
however, serious, thoughtful contributions which give 
one a good idea of the state of the medical and surgi 

. knowledge of the time. ; 


The. need for medical reform was stressed in the 
leaders, the principal one being a Medical Act debarring 
unqualified.men from practice; anyone could call himself 
a doctor then. The wail of the lodge doctor began to be - 
heard in the land as well as that of the doctor whose 
patients were reluctant to settle up. Some of these 
latter were referred to as “persons who drive about in 


George Thomas Howard (1857-1934). 


their carriages, occupy front seats at the theatre or 
opera, have M.L.C. attached to their names and figure 
pooh pit before the public as directors of associa- 
ons,” 
Another ‘irate correspondent broke into rhyme— 


“Three faces hath the doctor; when ‘first sought an 
angel’s 

A god’s the second when a cure’s half wrought 

But when, that cure complete, the doctor asks his fee 

The devil looks then less terrible than he.” 

Again, at a later period— 

“As a medical student I learnt that the long bones 
contain marrow. Now, after mature experience, 
I think that they must be filled with black 
ingratitude.” 

Every doctor would at first be inclined to say of each 
of these wails “And so say all of us” but, in calmer 
mood, would be quite prepared to admit that there really 
are such persons as grateful patients. 

Howard went on to mention without much detail some 


of the more prominent doctors of the period, the establish- 
ment of the Lying-In Hospital in 1856, the Yan Yean water 


conservation scheme in 1857, the Medical School in 1862, 


the Eye.and Ear Hospital in 1863, the Hospital for Sick 


Children in 1870, the Alfred Hospital in 1871, and the 
Homeopathic Hospital in 1877. 


Personalities. 


The manuscript under the heading “Personalities” 
contains Howard’s impressions of some of the leaders with 
whom he “was associated in the early eighties as student, 
subordinate or colleague”. These brief sketches are of 
value to anyone anxious to know. all that has been recorded 
despite other references which are available. They do not 
all seem sufficiently complete, and we must not conclude 
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"that Howard was satisfied to publish them as s they appear His Siieiaaduiiat popularity could not have been 
in his writing. We do not know that he prepared them _ wholly to for a 

‘sport’; he used to e ounds and drive his four-in- 
beyond the present state. The following is a MathourtieCup. He kept 


of the whole section. one of the Committee of the Victoria Racing Club and 


Dr. James Robertson. “Old Caledonia”, A frail old 
man. He had been Lecturer on Medicine at the Univer- 
sity for sixteen years. He was also a Master of Arts 
and seemed the possessor of unlimited wisdom and 
medical knowledge. which he doled out to us in micro- 


scopic doses. One could rarely get a definite opinion 


out of him. There was at least one exception. In 1884 
@& man was admitted to the Melbourne Hospital 
apparently suffering from chicken pox. He soon became 
very ill and he was looked upon as. quite a new sort of 
chicken pox patient by the honorary physician attend- 
_ ing him. However, old Robbie was brought over to look 
at him. He did so, gave one sniff and then turned to 
the students and said, “You gentlemen are not very 
safe; the man is suffering from smallpox. You had 
better get away.” And they “got” rapidly; but it was 
The sequel however is 
- another story. Parentheticalty, this smallpox episode is 
responsible for the appearance herein of an eccentric 
genius who was a student at the time; I refer to A. W. 
Rinder, universally known as “Cooley”. Dr. Youl, who 
was President of the Board of Health, ridiculed the idea 
that the’ case was smallpox and took no precautions. 
The disease spread and caused a lot of trouble and 
expense including a sanatorium at Cut Paw Paw (now 
Laverton).. As one result, Youl ceased to be President 
of the Board of Health. Cooley who was an inimitable 
parodist set to work. He represented Dr. Youl as just 
home from the opera “The Bohemian Girl” dozing by 
his fireside and dreaming that he heard a weird voice 
singing. Looking up he saw a female form with a band 
inscribed “Variola” and he heard this;— 


When other meds, with wiser heads, their diagnoses 
een which the ee. bears of truth upon 


When doctors differing as they will, prove clearly 
you’re at sea 

And a strange form your place does fill— 

“Then Youl remember me. 


Dr. James Jamieson. “Jammie” or “The wee mon”. 
He was, as you may infer, a little man, but he had a 
_ large head full of wisdom and knowledge. He had been 

twenty-five years away from Scotland, yet he never lost 
the “burr’—to him I was always “Hooard”. He was a 
man of wide general culture and his lectures were 
up-to-date, scholarly productions. He was however a 
very bad disciplinarian. ‘We were, for years associated 
as examiners in medicine; and to one brought up, as I 
was, on the tradition that trephining was necessary to 
‘ make a Scotchman see a joke, he was a perfect little 
fraud; because he was simply full of what is called 
pawky humour. He was one of the few teachers for 


whom his old pupils had a great deal more than a mere. 


sneaking regard. 
Pa Ae N. Fitegerald. “Fitz” or “Old Ireland”. He was 44 
of age when I first saw him, rather “cobby”, 
Short. well-built; wore his clothes well, with finely 
chiselled features and an unmistakeable air of distinction 
about him. Just then he occupied a unique position 
such as no man is ever again likely to hold; he was the 
acknowledged leader of the profession in A Australia. He 
held that place until his retirement in 1902, 


He arrived in 1858 at the age of twenty and was for 
two years resident surgeon at the Melbourne Hospital. 


Bven then he had begun to show his original genius by 
suggesting improvements in splints and in operations. 
He commenced practice in Lonsdale where the 
old Maison Doré used to be, I think, and had a hard 
. fight at first against long-established seniors. So down- 

hearted did he become that he applied for the position 
of resident surgeon at the Bendigo Hospital. The final 
ballot resulted in a tie between the Irishman and a 
Scotchman “(Cakanclllibvnes?. The hospital chairman was 


a Scotchman (McIntyre) and, of course, he voted for x4 


his brother Scot. That is how “Fitz” remained in 


Melbourne. After that he began to feel his feet and all 
went well. His original professional. qualification was | 
not a very high one; _ his: stock of theoretical 
knowledge must have been, at first, much less than that 
of the young “graduate of today; but he was a born 
surgeon, full of 
possessed 


-originality and: d resourcefulness and he 
dexterous fingers. 


‘thing. He did his “dooty” well! In all, as 


once was President of the Melbourne Club. Possessed 


. in good measure of the typical Celtic temperament, his 


manners were those of a courteous, cultured Irish 
gentleman; but, like all Celts, he could be very snappy 
and irritable on occasions. 


A major operation was a rare event in those days and 
its coming was well advertised among the profession. 
If “Fitz” had a large gallery he used to be very nervous 
at first; he used to perspire freely, so much so that a 
junior used to mop. the moisture away with a towel; 
once going, he forgot all about the gallery and went on 
in his efficient way. If the operation was an emergency 
one with no gallery everything would go off very 
smoothly. 


In the Melbourne Hospital service (from 1880) is a 


-kind of regimental sergeant-major, Mr. William Filmer 


(“old Filmer”), who tells many stories about the old 


; days. One day, at the commencement of an operation, 


“Fitz” growled about the bluntness of a knife. and threw 
it down on the floor. Filmer meekly started for the 


instrument room to get him another but, meanwhile, 


the student in attendance, not seeing the whole per- 
formance and imagining that it had dropped accidentally, 


picked it up and handed it to “Fitz” who, simply seeing a 


knife put into his hand, took it and went on with the 
operation—and the patient was nothing the worse. (They 
don’t do it now.) 


“Fitz” was not a good clinical teacher; he was apt to 
talk over your head. He did not take kindly to Listerism, 
laughing at it for a long time as a silly fad. In London 
once, as “Sir Thomas” he was watching an operation in 
a hospital while sitting beside another old Sir Thomas 
(Smith) who was an eminent English surgeon. The 
operation over, the two veterans strolled down the 
street arm in arm laughing at the rubber gloves, white 
clothes, gauze masks et cetera; but the new generation 
could show much better results than the old ones. He 
did not take kindly to motor cars either; and I do not 
think that he ever possessed one. He died near Towns- 
ville (Queensland) in 1908 after a remarkably successful 
career full of. years (seventy) and honours. 


J. P. Ryan. A competent surgeon who avoided the 
limelight. He was a lover of a good horse and was a 
man of courteous knightly manners whom one could 
imagine in the old French régime bowing gracefully 
over the extended hand of Madame la Marquise. 


J. R. McInerny. A quiet unobtrusive man. A worthy 
colleague and a good physician. 

M. James. “England had a representative.” 
He was Fitz’s senior by a few years. had come out 
when a student and probably tried his Tuck at the gold- 


‘fields. He became dispenser and later assistant resident 


surgeon at the Melbourne Hospital. After some years 
he went to England and soon returned with a good 
qualification. _ He became Garrard’s partner at the 
corner of Collins and Spring streets thus stepping into a 
good practice at once. Then he was appointed an 
honorary surgeon at the Melbourne Hospital and held 
the appointment until 1890. 


He was a tall grey-haired man of good figure; he 
earried himself well and was dignified without being 
pompous. Always the frock-coat, bell topper, gloves and 
stick were worn. He conscientiously attended to his 


' hospital duties and never missed doing so unless ill. 


Temperamentally James was the reverse of the mer- 
curial “Fitz”; he was even-tempered, rather stolid and 
impressed one with a feeling of confidence and reliability. 

His surgery was of the very first order of that time. 


Looking back and freed from the glamour of Fitz’s 
striking personality, I am inclined-to think that James’s 


surgery was just as good as Fitz’s. I happened to be 


‘his resident surgeon and learnt to Spprectate his 
respect 


common-sense, his level-headed judgement, his 


for Nature and his willingness to let others try new 
operations first on their patients. One little weakness 
was his pronunciation’ of the “u”-sound. He used to 
say that he considered it his “dooty” to the “stoodents” 
attending this “institootion”; but that was a small 
“Fitz’ might 
be considered a good representative of the highclass 
Celt so James might be considered a fit representative 
of the good-class Anglo-Saxon. : 
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J. G. Beaney. “Old England.” “Quite a different 
type.” If a politician Beaney would have been a Godsend 
~ to # caricaturist. He was a short, podgy man with his 
hair brushed up at each side and parted-in the middle 
as if he were wearing a pair of horns. He had little 
pads under the eyes, a tuft of hair on the chin, cheeks 
streaked with small veins and pale blue rather shifty 
es He was quite devoid of the dignity of “Fitz” and 
ames. 


A witty, visiting Frenchman described him thus:— 


They showed me the other-day at Melbourne a 
man whom they call a doctor; I call him a walking 
jeweller’s shop. His watch is as large as. an 
Algerian onion and its back is inlaid with precious 

stones. With. the links of his watch-chain you could 
tie up a little dog. In the pendant attached hangs a 
large diamond. His vest is low-cut displaying three 
large diamond studs; and he wears several rings 
with diamonds and rubies. Altogether with them 
all on he must be worth £10,000. They say he must 
be a good doctor, because he has so much money; 
~ for me, I would not allow him to treat my little 

og. 


._ I was his resident surgeon and can vouch for the near 


accuracy of the description. 


Another weakness of Beaney’s was champagne. One 
day the resident. surgeon reported to him that a female 
patient, who had recently undergone a severe operation, 
would not take her food. Then the tempter went to 
work. Beer, stout, spirits and wines were suggested in 
succession to her and were promptly rejected. Then he 
produced his trump card. ‘“Wouldn’t you like some 
champagne?” “No, doctor”. Then, in desperation, “Well, 
what would you like?” “Oh, doctor, I’d give anything 
for a cup of tea.” “Augh, tea!”, he snorted; and, then 
rather jauntily to us, “I am becoming quite Continental 
in my habits. I take a bottle of claret for breakfast, a 
small bottle of ‘fizz’ for lunch and a big bottle for 
dinner”; and he gently stroked a very obvious pro- 
_tuberance. 

That is one aspect of Beaney. As for his surgery, it 
was in some instances very daring and successful; but, 
generally speaking, it was very much below the average 
of Fitzgerald and James. He had many redeeming 


. features one of which was open-handed generosity. He 


was a member of the Legislative Council for several 
years. When he died in 1893, he left a great deal of 
money to the University and to charities. 

John Holden Webb. Webb was a very widely-read, 
surgical genius who would, no doubt, have been very 
successful were it not for his eccentric manners. Some 
used to think him intemperate and others insane though 
he was practically a teetotaller. He was one of the few 
men whose opinions in surgical matters “Fitz’ had a 
great respect. ; 

James Edward Neild. He ‘was a versatile genius— 
doctor, gold-digger, chemist, journalist, Shakespearian 
scholar, musical critic, and medico-legal expert. He was 
-Dr. Mollison’s predecessor as lecturer on medico-legal 
medicine. 

Neild was a short, natty man, very alert, always 
suggestive of a terrier saying, “Who said cats?”. He was 
a@ member of the Bohemian clique and perhaps the 
sanest and brainiest of them all. Other members were 
Marcus Clarke, G. G. McCrae, Pat Moloney, “Orion” 
Horne, J. J. Shillinglaw and Henry Kendall. He knew 
that we all had his notes on Forensic Medicine; so, 
after calling the roll, he used to gabble through them 
rapidly, occasionally pausing to say “Oh, by the way, 
parenthetically” and the parenthesis, referring in detail 
to some of his actual experiences, was invariably much 
more interesting than the formal lecture. 

“Age did not wither nor custom stale his infinite 
variety.” 

T. M. Girdlestone. Ararat’s representative in an early 
parliament. He was a little man with a massive head. 


-. One of the few surgeons at that time with the English 


fellowship, Girdlestone was among the first surgeons 

‘ appointed at the Alfred Hospital. In 1880 he succeeded 

Edward Barker as Lecturer on Surgery at the Univer- 

sity. He did not become an inpatient surgeon until he 

was very old and very shaky. A Madly old man, he was 
highly esteemed by his studen 

John Williams. “Little Wales.” Little Wales. was 

well represented by Dr. John Williams, a big masterful 

- man with whom no one dared to take any liberties. One 

‘of the few good disciplinarians amongst our teachers, 


Williams was connected with the Melbourne Hospital 
from 1875 to 1904, finishing as senior physician. He 
succeeded Dr. James Robertson as Melbourne’s leading 
physician. He was Lecturer in Materia Medica, our 
first heart specialist and the first official Lecturer in 
Clinical Medicine. He of all his contemporaries knew 
best how to teach practical medicine—and he did! 


Patrick Moloney. “Young Australia.” “Pat”, as 
everybody called him, was quite an interesting person. 
Born in Melbourne in 1845, he was one of our first local 
medical students in 1862. He won the Classical 
Exhibition in first year and the Vice-Chancellor’s Prize 
for English Poetry, thus distinguishing himself early. 
When I first saw him he was the only Australian and 
the youngest member of the senior staff at the Mel- 
bourne Hospital (thirty-seven years). He was tall, 
handsome, gay and debonair, with a naughty little 
twinkle in his eye and a “blandandherin” tongue, which 
might have made Terence Mulvaney green with envy. 
He was a crony of Marcus Clarke, whose coterie used 
to meet at Dwight’s book-shop, near the White Hart 
Hotel, and there settled, to their own satisfaction, all 
the artistic and literary problems of the time. 


We never took him seriously as a physician but were 
glad to see him on his rare visits to the hospital. On 
those occasions he was least interesting when he talked 
about medicine, which was really his weak point. One 
day he discussed the essentials for medical success:— 
Choose parents in a satisfactory social position. Be in 
evidence everywhere; form clubs; take the plate round 
at church on Sunday. Keep on good terms with the 
ladies who were good friends but bad enemies, Dress 
well. Be all things to all men.. Just as well if you 
know a little more about your profession. . 


In my student days the diagnosis used to be written 
up on the bed tickets. Strolling round a female ward 
one day, Pat noticed the diagnosis carcinoma uteri. Then 
followed this amazing monologue addressed to Dr. 
Aitchison:—“They say Chian turpentine is good for this 
complaint. Now chemically eucalyptus is closely allied 
to turpentine so if one is good the other ought to be. 
Now Bosisto has just been making some eucalyptus 
pills; so I'll get Francis to send you some; and then 
give her one, three times a day.” In two or three weeks 
Pat returned, strolled from bed to bed, said a few kindly 
words and, at last, arrived at the bed of the patient just 
referred to. We saw that there was something coming 
from her; but he apparently did not. She had pinned 
on the counterpane a tract, “Never put off until 
tomorrow what you should do today.” In blissful 
ignorance of what was coming, Pat said smilingly, “Well, 
how are you today?” “Oh, I am ever so much better, 
doctor, thank you, since I took those pills you were good 
enough to send me.” Pat-like, he had forgotten all 
about the wretched pills. He frowned, looked thoughtful 
and puzzled, and repeated “Pills? Pills? Pills?” At last, 
apparently, he remembered, blushed beautifully to the _ 
very roots of his hair and then laughed—and we all 
laughed. Coming away from the bed he said in an 
audible aside, “Damned cheek to give me a facer like 
that; served me right.” 

Multiply these instances by a hundred and you have 
Pat Moloney who, being the possessor of such a name, 
could not be expected to act otherwise. 


Listerism. 

Howard’s manuscript notes on Listerism are not well 
balanced and almost amount to an extended “personality” 
vignette of his friend Moore. Years later, Moore, Howard 
and the two Boyds with some others usually combined as 
a group of partisans opposed to the majority group of the 
honorary medical staff and in the Medical Society of 
Victoria, -Later the coterie became stronger and became 
the majority group, but Moore withdrew from public office 
before that stage was reached. 


The presentation of Listerism and its local impact by 
Howard is of sufficient interest to warrant its inclusion 


here in complete form: 


In the sixties Louis Pasteur, a great French scientist, 
after years of patient research, satisfied himself and 
everyone else that mattered that the cause of fermen- 
tation in wine and allied changes in milk were due to 
“germs”’—minute organisms which were quite invisible 
in an ordinary microscope. To Anderson at Glasgow 
and to Lister the idea occurred that the delayed healing 
or fatally septic condition of wounds might also be due 
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After much minute observation, 


to micro-organisms. 
Lister satisfied himself on that point. Then camie the — 


question of how to kill the germs without killing the 
patient. Various drugs were tried and he considered 
carbolic acid (6% solution) as calculated to kill germs 
without harming the patient. Others used terebinth, 
eucalyptus and a very powerful drug—perchloride of 
mercury. Some improvement resulted but nothing 
_ startling. Other practical difficulties were dealt with as 
_ they arose. The doctors’ old friend, horsehair for 
stitching p ,» was found often to be loaded with 


urposes, 
germs. Substitutes in the shape of catgut, silkworm gut | 


and tendon were tried, the difficulty in each 
case being to sterilise them and to keep them sterilised. 
Controversy raged over the merits of wet 

versus dry or oily dressings. Again, it was found difficult 
to sterilise the patient’s skin and the doctor’s hands; but 
the most difficult of all was to make those concerned 
realise the ease with which unsuspected septic infection 
might be conveyed, for example, to realise that 
apparently clean hands, moustaches and beards might 
be germ-laden. These difficulties, one by one, were 
slowly overcome in spite of the jeers of the conservative 
section of the profession. Septic complications continued 
to occur but in very slowly diminishing ratios. There 
were practically no dramatic reductions in mortality for 
quite a long time, 

To give an idea of the condition of things before 
Listerism, Lister’s own mortality for amputations had 
previously been 45%. Now most of those limbs would 
not be amputated and, even if they were, 5% would 
probably represent the mortality. 


Towards the end of the seventies, the advocates of 
Listerism brought ‘about its introduction at the Mel- 
bourne Hospital. I was a student there in the very 
early eighties and, as such, I realised that there was a 
lot of chopping and changing going on. 
that medical fashions in the treatment of wounds were 
nearly as changeable as feminine fashions in headgear. 
I did not, however, for a moment realise, nor do I think 
that-any of my contemporaries did, that we were taking 
part in pioneer work destined to revolutionise surgical 
treatment and produce greater reforms in one genera- 
tion than in the whole previous history of the world. 
‘Nor did we for a moment realise the immense amount 
of patient observation and research and the immense 
work involved in correlation of reports published from 
. time to time in all parts of the civilized world. ‘To most 
of us it seemed that every month or so we students 
were saturated with some different kind of smell. During 
the course of an operation, a large spraying machine, 
holding three or four gallons, was, at any rate nominally, 
disinfecting those of us whose duty it was to attend the 
operator. Consequently, when we went home to lunch 
or dinner with those perfumed clothes, we were almost 
invariably hailed with “Phew! Get out! What’s the 
latest?” 


Here as elsewhere, the seniors were frankly hostile to 
these new fads but John Webb, Girdlestone, and the 
residents Syme, Bage and Barrett, were enthusiastic 
Listerites. The course of events was the same here as 
elsewhere—slight improvements—little setbacks but not 
to scratch—a little more improvement and a little less 
failure—but it was all very slow. Sometimes, in spite of 
all, there were bad outbreaks of blood-poisoning but, in 
every such case, the result was due to the non- 
observance of Lister’s principles. The logic of facts 
began to tell; stiff backs began to bend; and there was 
a general willingness to do our best. The results of 
major operations were better than they had been but 
there was plenty of room for improvement. In the ante- 


Listerian days and with general anesthetics a mortality 


of oniy 40% in abdominal operations was looked upon 
as rather good. But some fatalism seemed to await 
these major operations at the Melbourne Hospital. In 
three successive years in the early eighties, there were 
only six cases of abdominal section and all the patients 
died! Two years later it was noted that the mortality 
was only 80% in these cases. — 

Then came a dramatic change. William Moore, the 
youngest member of the honorary staff, was at that time 
about twenty-eight years of age. When Moore was an 
outpatient surgeon, a senior member of the staff, I think 
it was Beaney, took six months’ holiday. Moore became 
temporarily an inpatient surgeon and had, when neces- 
sary, to perform every possible variety of operation. 
Theoretically he was well equipped for it as he was the 
first to acquire our new degree, Master of Surgery, 
which we have always considered equivalent to the 
Fellowship of the Royal College of Surgeons, England. 


I had an idea — 


‘Further, as a diligent reader of the English, French and 

German medical journals, and as yet without a largé 
practice, he was more familiar with current literature 
than any of his older and busier colleagues. But his 
ability as an operator remained to be proved and possibly 
at the expense of the patients. 

One day the staff found on the official notice cards:— 
“A case of Abdominal Section to be done by Dr. Moore”. 
Whether it was appendicitis or tumour I cannot now 
remember. It was his first serious operation; and he 
had a large professional audience, all of the “old men” 
being present. The expression on the faces of those 
seniors was interesting; it said plainly that there was 
“apparently no limit to the assurance of these young 
men. Here are we, in practice before he was bonmn, 
getting unsatisfactory results in these cases, so'!what 
chance has the ‘poor patient?” Evidently none, they 
thought. But. the lady recovered much more rapidly 
than had her few surviving predecessors. “Oh, well, 
some people have all the luck, you know!” 

The news that Moore had had a successful abdominal 
operation spread like wildfire among the general prac- 
titioners. Some of them had patients for whom they 

_ thought similar operations were required; but, at the 
same time, they were not anxious to hurry them to 
their graves prematurely. They entrusted their patients 

’ to Moore and the results were satisfactory. There were 
and always will be some fatalities but he reduced the 
mortality rate to about 10%. 

“Abdominal Section by Dr, Moore’ ange appear so 
often on the staff notice cards that the “old men” made 
a formal complaint that the medical superintendent was 
packing Moore’s beds with those cases. He convinced 
them that it was not so; and they apparently began to 
wonder whether after all their own methods were quite 
infallible; and then improvement began all round and 
it has continued. Moore had simply followed with 
meticulous detail the practice of Lister who had been 
making slight innovations from time to time; our 
seniors thought them finical or, at any rate, they had 
not carried them out in practice. Moore did not trust 
anyone, nurse or resident, with the early after-treatment. 
If he operated at 11 a.m., he would see the patient at 
least twice before midnight, at 7 a.m. next morning and 
twice more that day. Thus he was able to notice the 
earliest signs if anything was going wrong and could 
often remedy it before it was too late. He was duly 
rewarded by seeing improvement not merely in his own 
results but also in those his more generally 
experienced senior colleagues. 


Condition of Medical Knowledge in 1885. 


The manuscript notes under the final heading form a 
fragmentary synopsis of a description of the state of 
medical knowledge at the end of 1885, when Melbourne had 
been in existence for fifty years. It is not considered 
advisable to publish them as Howard left them, but future 
historians may be glad to have a statement of some of the 
points he made. He mentioned that in completing the . 
account of Moore’s notable advance in surgery he went 
several years beyond 1885. 


The jubilee year was one of the years in which the only | 
two abdominal operations were fatal. Minor operations 
had become more successful than hitherto, and wounds . 
were beginning to heal more rapidly. In 1884, Howard saw 
three out of four successive patients in one bed die of 
blood poisoning; so there was plenty of room for improve- 
ment. In that same year the lecturer in medicine stated 
in the course of a lecture to the students: “They say that 
a is due to a germ. Rot! It is due to repeated 
colds.” 

Post-nasal growths were unknown and pyorrhea had not 
been recognized. Antitoxin had not come in to check the 
serious mortality from diphtheria. The antrum was never 
opened. Appendicitis was called “idiopathic peritonitis” 
after the patient died. There were no X-ray examinations, 
no blood examinations, no recordings of the action of the 
heart, no gland treatment and no insulin for diabetes. 
‘Women medical students had not arrived. 


' Howard. observed that as sepsis in its various forms 
became less common, so did the use of alcohol in medicine 
and surgery. At the end of 1885, however, it was still 
usual practice to give every patient suffering from typhoid 
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fever or pneumonia half a pint of brandy each day. The 
surgeons used alcohol equally freely. 


As an interpolation, but because of considerable interest 
in anything about Beaney, I can add something. In 1952, 
Dr. Frank Ernest Littlewood, who graduated in Melbourne 
in 1892, informed me that he remembered Beaney well. He 
had a squeaky voice, pronounced “tumour” as “toomer” and 
had the habit of whistling “My Pretty Jane” anywhere and 
often in a low but penetrating whistle. — 


The Projected Book. 


George Howard seriously intended to publish a book of 
medical reminiscences at the time of the centenary of 
Victorian settlement in 1935. This venture was approved 
by the Council of the Victorian Branch of the British 
Medical Association, and some clerical assistance was 
given to Dr. Howard by Mr. C. Stanton Crouch, the Branch 
Secretary. Felix Meyer, who was born at Melbourne on 
June 19, 1858, had agreed to assist his friend with 
secretarial work and frank criticism of the text. Meyer was 
thus a year younger than Howard, though he had graduated 
five years before him. Meyer was unusually cultured and 
highly educated, and by his brilliance and charm had a 
wide circle of admiring friends among whom he could 
command considerable competent cooperation in the collec- 
tion and verification of the facts required for the book. 


‘Meyer communicated with those likely to be in a position 


to supply information about the establishment of hospitals 
in town and country, though, judging by the replies we 
have filed in our museum, he must often have been dis- 
couraged and disappointed. He also tried hard to obtain 
more facts than he could find on record about many of the 


‘early practitioners. 


In our present survey we have sampled the material that 
would have been included in the book and have made 
the acquaintance of its author. The early chapters were 
sketched and we have some typescript submitted by 
Howard to Meyer and bearing notes of Meyer’s suggestions. 
We also have some of the correspondence between Howard 
and Charles Peters, manager of Robertson and Mullens, 
Limited, the firm which might have published the book; 
and, finally, we have the bound size dummy to illustrate 
the specifications for “Medical Reminiscences”, “240 pages 
demy 8vo. printed, sewn, full cloth turned in cover, cover 
ink-printed”. The specifications and quotations were sub- 
mitted by the firm on April 20, 1984, and some business 
comments by Dr. Howard are attached under date April 
26, 1934, after a further interview. At that time Dr. 
Howard was about seventy-seven years of age and Dr. 
Meyer was only a year younger. Dr. Howard died on July 
17, 1934, and Dr. Meyer died three years later. They had 
left their commendable project until they were too old, and 
it did not reach fruition. Both of these men should be 
reverently remembered by us. all, as they were ornaments 
profession with high achievement and splendid 

sion. 
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Reports of Cases. 


CONGENITAL TRACHEO-G2SOPHAGEHAL FISTULA 
WITHOUT CGESOPHAGEAL ATRESIA. 


By Eric Goutston, 
Royal Alexandra Hospital for Children, Sydney. 


ConGEnrraL tracheo-cesophageal fistula without associated 
wsophageal, atresia is extremely rare, and few cases of this 
condition are recognized and in few is correction attempted. 
Unlike the atresias, this condition is compatible.with life, 
as is shown by the fact that a few reported cases have 
been in adults. 

Symptoms of choking and cyanosis with feedings since 
birth occur with varying degrees of. severity, but may be 
inconstant because of the small size and obliquity of the 
fistula. However, recurring attacks of pneumonitis, due 
to aspiration spill-over, occur frequently. Repeated investi- 
gations are usually necessary to confirm the clinical sus- 
picion of this condition. Fluoroscopic examinations with a 
lipiodol bolus, emphasis being laid on changes of posture, 
especially with the subject in the prone position, and 
esophagoscopic and tracheoscopic examinations may be 
necessary to establish the diagnosis and to eliminate the 
possibility of the presence of vascular rings, hiatus hernia, 
bulbar lesions, congenital cardiospasm and faulty neuro- 
muscular coordination of deglutition. 


Case I. 


X, a male child, aged two months, was admitted to ‘the 
Royal Alexandra Hospital for Children under the care of 
Dr. Kathleen Winning, for failure to thrive. At the age 
of three weeks difficulty was noticed at breast feeding. The 
baby seemed to choke, blow bubbles and cough up some 
sputum, but there was no vomiting. As these symptoms 
continued, he was admitted to Maitland Hospital, where he 
remained for five weeks, and then he was transferred to 
Sydney. During the following four months he was noticed 
at odd times to become cyanosed after feeding, or to have 
respiratory distress during feedings. He often vomited, 
coughed and frothed at the mouth. His abdomen would at 
times become very distended, so that stomach and rectal 
tubes were often passed, and great relief was afforded by 
the expulsion of large quantities of wind. His weight gain 
was slow and there were many episodes of pulmonary 
infection. X-ray examinations failed to reveal any. abnor- 
mality until four months had elapsed, when examination 
with a lipiodol bolus revealed a fistula connecting the 
lumina of the esophagus and trachea at the level of the 
first thoracic vertebra. 


At operation, by a right retropleural approach and resec- 
tion of the second rib, the fistula was isolated with some 
difficulty, owing to its high position, and divided, and the 
openings were sutured with fine silk. After parenteral 
alimentation for four days the baby took his feedings well 
by mouth and progressed very satisfactorily and unevent- 
fully for nearly three weeks, when the production of excess 
mucus and coughing with feeding recommenced. It was 
presumed the fistula had become recanalized, and an 
esophagogram revealed that there was a wide-mouthed 
pouch arising from the right antero-lateral wall of the 
csophagus, opposite the first and second thoracic vertebra, 
closely applied to the postero-lateral wall of the trachea. 
Lipiodol passed into the trachea at this level. 


“A second operation was then performed through a left 
cervical approach, the fistula was found without difficulty 
and divided, and the openings were sutured with nylon. 
The sterno-thyroid muscle was swung down and sutured 
between the divided ends. Convalescence was uneventful 
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and oral feedings were commenced on the seventh day. The 
baby has remained symptom-free since. 


Case Il. 


aged two months, was admitted to the 
Royal Alexandra Hospital for Children under the care of 
Dr. K. Winning, suffering from pneumonia. Since birth, 
feedings had caused some choking attacks and cyanosis 
at the commencement of each feed, and he was treated for 
bronchopneumonia at the age of eight days. Coughing and 
wheezing occurred during feeds, especially when he was 
laid down; and were followed by vomiting of mucus. The 
weight gain was very slow: On examination of the baby. 
moist sounds were heard over both lungs, and an X-ray 
examination revealed consolidation of the lower lobe of 
the left lung. X-ray. examination with a lipiodol bolus 
revealed a fistulous communication from the trachea to 
the esophagus at the level of the second thoracic vertebra, 
the track inclining downwards and backwards from the 
trachea. The patient was tube fed and with chemotherapy 
was considered fit for operation after one week in 
hospital. 

The operation was performed through a left cervical 
approach; a short wide fistula was found and transected, 


and the openings were sutured with nylon. Another 


suture rotated the esophagus slightly to separate the two 
areas from any contact. Convalescence was uneventful, 
and oral feedings were commenced on the third day. There 
has been no recurrence of any symptoms. 


Thanks to the persistence of the attending physician and 
skilful radiology the cause of the recurring pneumonitis in 
. Case I was recognized after many months of treatment 
and repeated investigations. Imperatori, Haight, Leven 
and Ferguson have described operations for the relief of 
this anomaly. The position of the fistula varies, and 
Imperatori’s approach was obtained through a cervical 
tracheotomy incision. In Robb’s case a diverticulum of 
the esophagus was also present. Obstruction by a foreign 
body in the fistula can cause asphyxia and rapid death, as 


described in the autopsy report of Krausey, on a woman, 


aged thirty-eight years. 

It is essential to transect the fistula and ‘close the 
openings by sutures, together with the interposition of 
soft tissue, as recanalization can follow simple ligation. 
_ The extrapleural exposure of the anomaly is safest, in that 
any post-operative leakage does not contaminate the pleural 
space. A left cervical approach was found to be easier in 
the above cases. 


Summary. 


Two cases of tracheo-esophageal fistula without atresia 
in Shien an are presented, with operative cure. 
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REPORT OF A CASE OF PHASOCHROMOCYTOMA 
CURED BY SURGICAL REMOVAL. 


By R. G. Lewis and L. W. 
Royal Hobart Hospital, Hobart, Tasmania. 


PHOCHROMOCYTOMA is a rare tumour which is charac- 
terized by paroxysmal or persistent hypertension. Other 
manifestations include sweating, -headache, glycosuria, 
attacks of vomiting, dyspnea and palpitations. These 
features are due to secretions of the tumour. The case to 
be reported is classical in its history and manifestations, 
and surgical removal resulted in a complete cure of the 
patient. 

Clinical Record. 


The patient, a man, aged forty-eight years, presented on 
October 4, 1953, at midnight with a severe frontal headache 
of one day’s duration. On the day of his admission to 
hospital he had awakened feeling short of breath. This 
state was succeeded by profuse sweating, palpitation and 
vomiting, which had persisted continuously until he 
reported. Further interrogation then revealed the following 
facts. In 1936 he had undergone an appendicectomy—his 
only past illness. Since 1941 he had noticed that he 
sweated excessively at frequent intervals. In 1942 an Army- 
board found that he had “unwinding of aorta”, a blood 
pressure of 150 millimetres of mercury, systolic, and 110 
millimetres, diastolic, and a pulse rate of 128 per minute. 
At this stage he complained of headache and palpitation 
as well as of perspiration. In 1945 sugar was found in 
his urine, and a glucose tolerance test was made (see 
Figure I). In 1947 the attacks of vomiting (similar to the 
one which resulted in his admission to hospital) first 
started. These were usually heralded by a frontal headache 
the day before, and when the attack proper started he 
sweated profusely, vomited frequently and had intermittent 
palpitation, especially when he was going to vomit. Another 
sensation he experienced with some attacks was a “swelling 
up” in his chest with shortness of breath. Occasionally 
during attacks he had frequency of micturition. These 
periodic attacks usually. lasted only one day, and there 
was an eight or nine months’ interval between attacks at 
first. In 1950 these attacks became more frequent, and 
since that date he had noticed shortness of breath on 
exertion. In 1951 his blood pressure was 190 millimetres 
of mercury, systolic, and 120 millimetres, diastolic, and he 
had glycosuria. A further glucose tolerance test was per- 
formed (see Figure I). At this stage a blood urea estima- 
tion, a urea concentration test and an electrocardiogram 


_all gave normal results. In 1952, after these findings, he 


was given hexamethonium bromide with apparently good 
results (in so far as his blood pressure recordings were 
concerned). An attack one month prior to his admission 
to hospital was the most severe, vomiting lasting for four 
days; diarrhea was associated with this attack.: 


On examination, the patient was sweating profusely and 
his pyjamas were saturated. His pulse rate was 160 per: 
minute and regular (carotid sinus pressure having no 
effect on the rate), his temperature was 90° F., and his © 
blood pressure was 110 millimetres of mercury, systolic, 
the diastolic pressure being unobtainable. His hands were 
cold and blue, and his heart appeared on clinical examina- 
tion to be enlarged. Fundal examination revealed spasm 
of the arterioles and one recent hemorrhage. Apart from 
this no other abnormality could be found. The next 
morning his temperature was still subnormal (97° F.), his 
pulse rate was 136_per minute, and his blood pressure was 
130 millimetres of mercury, systolic, and 105 millimetres, 
diastolic. 

At this stage the diagnosis of pheochromocytoma was 
suggested in view of the profuse sweating, periodic attacks 
of vomiting, intermittent hypertension and impaired 
glucose tolerance, 

On October 6, 1953, he felt much better, although his 
only treatment was sedation with barbiturates. He had a 
pulse rate of 90 per minute, and his blood pressure was | 
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205 millimetres of mercury, systolic, and 140 millimetres, 
diastolie, with alternation, and he had stopped sweating. 
However, later that day he recommenced sweating, his 
pulse rate rose to 100 per minute, and his blood pressure 
fell to 130 millimetres of mercury, systolic, and 90 milli- 
metres, diastolic. Urine tests showed turbid green to 
Benedict’s solution at times, but never a higher concen- 
tration of sugar than this. 

Continued observation over the next two weeks showed 
that. he had frequent altacks of profuse sweating (but. no 
severe attacks of vomiting), and that when he was 
sweating profusely his pulse rate was rapid (120 to 160 


| (a) = 1945 
---~(B) = [951 

~0-0-(C) = 1953 (PRE-OPERATIVE) 
1953 (POST-OPERATIVE) 
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Figure I. 
Glucose tolerance curves. 


per minute), and his blood pressure was normal or only 
slightly elevated. When he felt and looked well, his blood 
pressure was very elevated (with at times alternation), 
and his pulse rate was slower (80 to 100 per minute). 


An electrocardiogram showed left ventricular strain and 
sinus tachycardia. Abdominal massage over both supra- 
renal areas produced no appreciable rise in blood pressure, 
nor did it cause symptoms. At the time when this was 
done his basal blood pressure was 130 millimetres of 
mercury, systolic, and 90 millimetres, diastolic. <A 
“Piperoxane” test on October 10, 1953, gave a positive 
result (see Figure II). A glucose tolerance test revealed a 
different type of curve from that previously obtained (see 
Figure I). A chest X-ray examination showed: “Cardiac 
shadow on the upper limit of normal. There is slight 
unwinding of the aorta. Lung fields clear.” ; 


Intravenous pyélography was carried out. In a plain 
X-ray film the right renal outline was not well seen in the 


upper part, and the left appeared within normal limits. - 


The report on the urograms was as follows: “Both kidneys 
function well. The left appears normal. The upper calyces 
on the right appear to be depressed, possibly by a tumour, 
but the details are not well seen.” Right retrograde 
pyelography confirmed the impression given by the intra- 
venous pyelogram. A urea concentration test showed 
diminished concentration, 1-8 grammes per centum being 


PULSE RATE (PER MINUTE) AND BLOOD PRESSURE(MMS OF MERCURY) 


the highest figure obtained. Estimation of the fasting 
blood urea content resulted in a figure of 60 milligrammes 
per 100 mils. Microscopic examination of the urine revealed 
no. abnormality. 


Operation was performed on October 20. As it was 
anticipated that resuscitation would be required, detailed 
preparations were made beforehand. One medical officer 
was delegated to take blood pressure and pulse readings, 
these being recorded by a sister. Another medical officer 
was in charge of the intravenous infusions, and had a 
ready supply of nor-adrenaline, “Piperoxane”, hexa- 
methonium bromide, serum, blood and saline. A third 
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Ficure II. 


“Piperoxane” test. Note maximum fall in blood pressure 
between three and four minutes. 


medical officer coordinated the work of the surgeon, the 
anesthetist and the two medical officers previously men- 
tioned. It was felt that these detailed arrangements were 
necessary for a successful outcome. 


Prior to the commencement of the anesthetic, the 
patient was not sweating, but had a blood pressure of 210 
millimetres of mercury, systolic, and 140 millimetres, 
diastolic, and a pulse rate of 120 per minute. 


A right upper paramedian incision was made, and when 
the tumour was found on the right side under the liver, a 
right transverse extension was made from the lower end of 
the incision. The peritoneum over the tumour was incised, 
but no definite pedicle was found. The draining vessels 
were tied as far as possible before the tumour was handled 
much, but the main vein, owing to its inaccessibility, was 


’ not tied till fairly late in the removal. 


With induction of anesthesia, the blood pressure rose to 
240 millimetres of mercury, systolic, and 170 millimetres, 
diastolic. The patient was given 20 milligrammes of 
“Piperoxane’”’ intravenously with no effect on his blood 
pressure. This dose was twice repeated nine and twenty- 
two minutes after the first dose, still with no effect, the 
blood pressure ranging between 270 millimetres of mercury, 
systolic, and 190 millimetres, diastolic, and 240 millimetres 
of mercury, systolic, and 180 millimetres, diastolic, and the 
pulse rate between 140 and 180 per minute. After thirty- 
five minutes when the main vein was ligated the blood 
pressure dropped precipitously from 250 millimetres of 
mercury, systolic, and 180 millimetres, diastolic, to 120 
millimetres of mercury, systolic, and 90 millimetres, 
diastolic. At this stage the administration of nor-adrenaline 
(six milligrammes per litre) was started (see Figure III). 
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Forty-five minutes after the start of the operation the 


_ tumour was removed; the blood pressure was then 85 


millimetres of mercury, systolic, and nor-adrenaline was 
being infused at a rate of 160 drops per minute. A blood 
transfusion was also started (in all, two pints were given). 
For fifteen minutes after the removal of the tumour the 
patient was in a collapsed state, with a blood pressure of 
90 millimetres of mercury, systolic, and a pulse rate of 
160 to 180 per minute; this was in spite of nor-adrenaline 


’ being infused in a steady stream, and the patient being 


put in Trendelenburg’s position. At this stage the patient’s 
condition caused. some alarm, and the surgeon was 
requested to stop for a short time. A quarter of an hour 
later the blood pressure had risen to 155 millimetres of 
mercury, systolic, and 105 millimetres, diastolic, and the 
pulse rate was 160: per minute. The patient was sweating 
profusely, but his condition was improving. 


; Post-Operative Management. 
* For five hours ‘postoperatively he was kept in the 
operating theatre, and the nor-adrenaline was given at a 


Tine AFTER START OF OPERATION (MINUTES) 


Fiecurs III. 
Pulse and blood pressure readings during operation. 


rate sufficient to maintain his blood pressure at about 120 
millimetres of mercury, systolic, and 90 millimetres, 
diastolic. The pulse rate averaged 140 per minute and he 
sweated profusely; the nor-adrenaline infusion was flowing 


at a steady rate for about three hours of this time (approxi- » 


mately 200 drops per minute). 

After this the concentration of nor-adrenaline infusion 
was incyeased to eight milligrammes per litre, and his 
blood pressure was maintained at 100 millimetres of 
mercury, systolic, and 80 millimetres, diastolic, and his 


‘pulse rate at 120. to 130 per minute. At this stage the 


patient’s condition was fairly good, but he was still 
sweating profusely. 
Lest adrenocortical failure should develop, cortisone (100 


‘ milligrammes by intramuscular injection eight-hourly) and 


“Bschatin” (five cubic centimetres by intramuscular 
tion daily) were administered for three days. | 


nor-adrenaline given at a rate of 50 drops per: minute (con- 
centration eight milligrammes per litre) maintained his 


blood pressure at 130 millimetres of mercury, systolic, and_ 


110 millimetres, diastolic, and his pulse rate at 140 per 
minute. Any attempt to reduce the rate of flow of the 


of blood pressure. 


During the next thirty-six hours the rate of flow of 
nor-adrenaline was gradually reduced, and at forty-six 
hours after operation the infusion was stopped (a total of 
38 milligrammes having -been given), the blood pressure 
being maintained at approximately 120 millimetres of 
mercury, systolic, and 90 millimetres, diastolic, and the 
pulse rate at 120 to 130 per minute. 

By October 23, the profuse sweating had ceased. From 
this day, blood pressure and pulse readings were recorded 
only half-hourly, and he no longer needed a special nurse. 

After operation the patient had a partial collapse of the 
lower lobe of the right lung with superadded infection and 
some abdominal distension. The chest condition was 
relieved by penicillin and breathing exercises 

From October 23 onwards his blood pressure remained 
steady between 110 and 130 millimetres of mercury, 
systolic, and 75 and 90 millimetres, diastolic. However, 
his pulse rate was between 110 and 120 per minute for 
one month post-operatively, and then settled . 9 aac 90 - 
and 100 per minute. 


Ficore IV. 
Tumour after removal. 


On November 16, one month after operation, the patient 
felt and looked well; further investigations gave the follow- 
ing results: The blood urea content was 42 milligrammes 
per 100 millilitres (not a fasting specimen). A urea con- 
centration test showed that over 2-1 grammes per centum 
were concentrated. A glucose tolerance test gave normal 
results (see Figure I). The electrocardiogram was “Normal 
apart from sinus tachycardia. (100 per minute)”. Examina- 
tion of the optic fundi revealed no spasm or hemorrhages; 
numerous scattered scars from old hemorrhages were seen 
along the lines of the vessels. A histamine test (0-05 
milligramme administered intravenously) caused no 
change in blood pressure. , 

, The patient was discharged from hospital on November — 
20, feeling very well, with a pulse rate of 90 per minute 
and a blood pressure of 125 millimetres of enone systolic, 
and 75 millimetres, diastolic. 


' He was examined again on December 18, when he felt 
better than he had been for many years, and was com- 
pletely free of all symptoms. His blood pressure was 140 
millimetres of mercury, systolic, and 90 millimetres, 
diastolic, his pulse rate was 88 per minute, and fundal 


; examination revealed no abnormality. 
_ At nine hours after operation, it was found that . 


Pathological investigations. 


“The pathologist, Dr. C. Duncan, reported. as follows (see 
Figures IV, V and VI): 

The tumour is oval, measuring 10 x 9 x 9 centimetres 

‘and weighing 365 grammes. It is encapsulated and fitm 

» and on section the surface is dark red and homogeneous 

ps except for some small cystic spaces. 
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Microscopically, the tumour consists of a mass of 
cells with a little wuoperting tissue and several areas of 
The cells vary enormously in size and staining, the 
largest having nuclei up to 20% in diameter. In general 
they resemble ganglion cells and the tumour shows a 
strong affinity for chromium salts. This is a pheochromo- 
¢ytoma of the suprarenal gland. 
An analysis of the gland at the Baker Medical Research 
Institute was carried out with the following results: 
Analysis of the tumour for catechol amines showed it 
to contain 1440uG of catechol amine (estimated as nor- 
adrenalin) per gramme and the supernatant fluid 17004G 
per millilitre. A proportion of the amine was adrenalin, 
but most was nor-adre 


Comments. 

1. This case is reported because of its typical features, 
long duration, and interesting. operative and post-operative 
course. 

2. Removal of sihineideinnidirtimtaiin should be attempted 
only after detailed resuscitative measures have been 
arranged. 


8. We believe that this patient would have died if 


supplies of nor-adrenaline had not been available. 
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THE first case of successful removal of a pheochromo- 


‘cytoma was reported by Roux in 1926, and his report was 


followed closely by Charles Mayo’s in 1927. This tumour 
secretes nor-adrenaline and adrenaline. Both these hor- 
mones are pressor in action, especially nor-adrenaline, 
which constricts the peripheral circulation. Adrenaline, 
on the other hand, has a greater effect on metabolism, 
being one of the diabetogenic hormones. It was believed for 
many years that paroxysmal hypertension was the charac- 
teristic result of this tumour; but it was suggested in 1937 
by Wells and Boman that all patients with functioning 
phechromocytomas will progress to a stage of sustained 
hypertension if they live long enough. These writers stated 
further that even in cases of sustained hypertension due 
to this tumour, surgical removal usually resulted in a fall 
in blood pressure and a regression of cardio-vascular and 
renal damage. It is now generally accepted that pheo- 
chromocytomas more frequently produce sustained than 
paroxysmal hypertension, and this sustained hypertension 
may be indistinguishable from the benign or malignant 
types of essential hypertension (Green, 1946). 

As the hypertension due to this tumour is amenable to 
surgical relief, ‘clinical diagnosis of phzsochromocytoma 
assumes considerable importance. Far too many cases are 


and to Dr. F. 


still. being reported post mortem, and. Graham (1951). 
estimates that 800 patients with pheochromocytomas die 
annually in the United States of America. ._ Each patient 
with hypertension should be examined critically. Deaths 
due to this tumour will be reduced only if patients with 
hypertension are examined by some routine designed to . 
keep before the clinician the possibility of pheochromo- 
cytoma (Goodall and Symington, 1953). 

The object of this paper is to report a case of pheochromo- 
cytoma and to discuss some of the unusual features it 
presented. 


Clinical Record. 

Mrs. X., aged forty-nine years, was admitted to the 
Launceston General Hospital on March 24, 1953, after ten 
days of severe and persistent vomiting, é 

Her past history had been uneventful until her fifth 
pregnancy, at the age of thirty-eight years, when she had 
frequent attacks of severe headache and abdominal pains 
which were often associated with a throbbing sensation in 
her throat. At these times her neck would swell visibly. 
She was admitted to the hospital in 1942, in the seventh 
month of her fifth pregnancy, with attacks of hypogastric 
pain and hemorrhage per vaginam. Bxamination of the 
patient revealed that her blood pressure was 190 millimetres 
of mercury, systolic, and 120 millimetres, diastolic, and that 
she had slight edema of the ankles and a trace of albumin 
in her urine. She was regarded as suffering from toxemia 
of pregnancy, and partial separation of the placenta was 
considered possible. A two-hourly recording of her blood 
pressure at this time revealed a variation between 135 
and 156 millimetres of mercury, systolic. A stillborn child 
was delivered at term. 

Soon after this she again became pregnant and, although 
she was unwell at times, she was not admitted to hospital. 
A normal delivery occurred at term. However, soon after 
returning home she became very ill, with frequent attacks 
of severe headaches usually associated with vomiting. These 
attacks continued for some months, and at this time she 
was found to have glycosuria. A glucose tolerance test 
was performed and the curve was diabetic. 

In 1945 she was again in hospital on account of these 
attacks. During these she would blanch, vomit frequently 
and complain of severe headaches, and she would perspire 
profusely. She would feel extremely weak and tired and 
sometimes she coughed up frothy, blood-stained sputum. 
Occasionally she had transient blurring of vision, deafness 
and hallucinations of taste. On one occasion she had anginal 
pain, and an electrocardiogram revealed changes consistent 
with an anterior myocardial infarction. At that time her 
headaches and vomiting were considered to be migrainous. 
Attacks similar to these had frequently occurred in the 
ten years intervening between 1943 and her admission to 
hospital; .but during the three weeks preceding her 
readmission her symptoms had become more severe. 


On the patient’s admission to hospital in 1953, her blood 
pressure was 240 millimetres of mercury, systolic, and 
170 millimetres, diastolic. Her heart was not enlarged to 
clinical examination. Examination of the optic fundi 
showed thickening of the arteries and some blurring 
of the disk edges; but no hemorrhages or exudates were 
seen. Her urine was found to contain albumin and a trace 
of acetone. There was a slight, firm, smooth enlargement 
of the thyroid gland. Her skin was cold and clammy, and 
at a later examination it was noticed that she was perspir- 
ing very freely. For one week after admission to hospital 
she vomited intractably and suffered attacks of giddiness 
and headaches. It was noticed at this time that the blood 
pressures as recorded from the two arms differed greatly; 
but when the pressure was taken simultaneously in both 
arms it was found that this apparent difference was due 
to the extreme lability of the blood pressure (see Figure 
I). 


Lumbar puncture was performed, and the cerebro-spinal 
fluid was normal. Her blood urea level was 70 milligrammes 
per 100 millilitres on her admission to hospital. This was 
considered to be extrarenal uremia due to her vomiting. 
One week later the blood urea level had fallen to 50 milli- 
grammes per 100 millilitres. 
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. The cold pressor test produced a rise in blood pressure 
from 100 ‘millimetres of mercury, systolic, and 80 milli- 
metres, diastolic, to 270 millimetres, systolic, and 190 milli- 
metres, diastolic, within ten minutes (see Figure I). 


Deep breathing, with or without palpation of the left 
’ hypochondrium, produced a rise of blood pressure from 
115 millimetres of mercury, systolic, and 75 millimetres, 
diastolic, to 190 millimetres, systolic, and 130 millimetres, 
diastolic, within one and a half minutes, This test was 
performed at a time when the blood pressure was stable. 


The histamine provocative test was carried out by inject- 
ing 0-05 milligramme of histamine base intravenously. The 
patient collapsed almost immediately, and thirty seconds 
later’ the pulse was imperceptible and the blood pressure 
-unrecordably low. Within one minute the blood pressure 


TIME 


° 
MINUTES 


Figure I. 


Above: ‘anisih shows variations in blood pressure during 
an arbitrary time interval. Below: ph shows positive 
‘responses to cold pressor boo and ptaxnine provocative 


had risen to 270 millimetres of mercury, systolic, and 
200 millimetres, diastolic, and she complained of a severe 
headache. As her blood pressuré had shown great lability 
and had varied between 100 millimetres of mercury, sys- 


tolic, and 70 millimetres, diastolic, and 250 millimetres, 


systolic, and 150: millimetres, diastolic, the interpretation 
of the result of the histamine test was difficult; but the 
immediate dramatic fall followed by the sudden rise in 
blood pressure was a typical positive response. 


A diabetic glucose tolerance curve was obtained ree & 


Figure II), 


-. Assay of the urine for catechol derivatives at the 
Clinical Research Unit, Alfred Hospital, Melbourne, showed 
* that the urine contained 400 to 500 microgrammes per litre. 
This is at least ten times the normal value, and strong 
confirmative evidence of a pheochromocytoma (Burn, 1953). 


A plain X-ray film of the upper part of the urinary tract 
Tevealed an incomplete ring of calcification about 6-25 
centimetres in diameter in the left hypochondrium “(see 
Figures III and IV). 


A presacral perirenal pneumogram was taken in con- 
junction with an.excretion pyelogram. At the first attempt, 
. when 800 cubic centimetres of oxygen were used, filling 
was ineomplete on the left side, but the right kidney was 
clearly. outlined by gas and appeared normal. The left 
kidney was depressed, the lower pole being level with the 
transverse process of the fourth lumbar vertebra, and the 


'» medial border was almost normally inclined but overlapping 


the lower transverse processes slightly. The left calyceal 
system filled well, with fair concentration except for the 


superior calyces, There appeared to be some distortion of 


the superior pole of the left kidney. The right suprarenal 
gland was. visible and. normal, but the left was not 
delineated. 


’ The pneumographic examination was repeated, 1000 cubic 
centimetres of oxygen being used and the patient being 
postured to favour filling on the left side. The films 
revealed in the left hypochondrium a large oval mass 
about 11:5 centimetres in diameter superior to the kidney, 
well demarcated from surrounding structures, and in 

contact with the kidney over a small area. The suprarenal 
gland was not identifiable. The calcified ring was related 
to the antero-lateral aspect of the mass, and could not be 
completely separated from it in lateral, oblique or antero- 
posterior views. (See Figures III and IV.) 

The technique adopted for these pneumograms was a 
variation of that introduced by Ruiz Rivas of Spain in 
1947.. Prior to this. date, perirenal air insufflation was 
performed by direct injection of air into the area through 
the appropriate lumbo-sacral angle. There was a risk of 


TIME IN HOYRS 


Ficure IL. 
Glucose tolerance curves obtained 
before and after operation. : 


air embolism and hemorrhage with this method. Ruiz 
Rivas showed that air injected into the presacral tissues 
with the patient in the genu-pectoral position readily filled 
both perirenal tissue spaces. Blackwood modified the 
method in 1951 by using a lateral posture and turning the 
patient from side to side to fill both perirenal spaces. He 
used a 20 cubic centimetre syringe to instil the oxygen 
instead of employing the old method of continuous filling 
by an 800 cubic centimetre bladder, which is more 
hazardous. 

In our case, the oxygen tracked to the right side first 
in all positions used, being heralded by a feeling of fullness 
in the right side and by dull right shoulder pain of mild 
degree, which occurred within three minutes of the injec- 
tion and lasted half an hour. Each injection caused tachy- 
cardia and vomiting, which may have been due to the 
injected oxygen squeezing the tumour. 

The patient developed mediastinal emphysema of mild 
degree after the second attempt,,which may have been due 
to the fact that there was an interval of only three days 
between the two tests. 

A barium meal X-ray examination was not performed, 


‘ although this would have aided in the differential diag- 


nosis, partly owing to the disturbance likely to be caused 
by the palpation which would have been necessary. 


An aortogram was not taken. A chest X-ray examination 
revealed bilateral cervical ribs, and the left leaf of the 
diaphragm was slightly elevated. 


The Operation. 


A: etudy ‘of the earlier reports reveals that: two basards 
have been. responsible for the high operative mortality of 
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19% in 106 cases reported since 1947. In the first place, 
manipulation of the tumour with inevitable squeezing and 
dragging results in the injection of large ‘doses of nor- 
adrenaline and adrenaline into the circulation. This pro- 
vokes terrific hypertension with a risk of acute heart 
failure or encephalopathy. Secondly, profound circulatory 
collapse usually follows clamping of the vessels leading 
from the tumour and the tumour’s removal, owing to the 
sudden removal of the constrictor hormones from a system 
which has become acclimatized to excessive quantities of 
these hormones. Days may pass before the patient can 
conquer this post-operative hypotension, and peripheral 
circulatory failure was the common cause of death in the 
early post-operative period. 
Plans were made to circumvent these two disasters. The 
physician’s team was to be responsible for keeping the 
patient alive whilst the surgeon removed the tumour, and 
also in the ominous post-operative period. Under cover of 


Figure IV. 
Tracing of Figure III. 


the pre-operative medication (“Omnopon’’, one-third of a 
grain, and hyoscine -hydrobromide, one one-hundred-and- 
fiftieth of a grain) and with the aid of local anesthesia, 
a wide-bore metal cannula was inserted into the left 
saphenous vein at the ankle. A short piece of rubber tubing 
was attached to the cannula through which intravenous 
injections could be made. To the other end of this rubber 
tubing was mounted a Y-shaped glass connexion, so that 
two flasks of isotonic saline were able to be ineluded in 
the, intravenous system. One of these flasks contained four 
milligrammes of levo-nor-adrenaline (“Levophed”) per 
litre of saline. In this way it was possible to administer 
the contents of either flask independently. 


The physician’s team comprised, first, a man who was 
seated beside the anesthetist, and whose sole duty it was 
to record the patient’s blood pressure each minute (or 
more often if warranted). A second member of the team, 
who stood on a stool behind him, signalled by visual means 
each blood pressure reading to the other two members 
of the resuscitation team who were controlling the intra- 
venous infusions at the patient’s ankle. These latter men 
injected benzodioxane or infused J-nor-adrenaline as the 
trend of the blood pressure readings dictated. 


The adrenergic blocking agent we used was “Piperoxane” 
(piperidyl-methyl-benzodioxane), which was injected intra- 


venously through the short piece of rubber tubing mentioned 
above. 


The anesthetic was administered by Dr. P. J. Arm- 
strong, who used thiopentone and gallamine triethiodide 
(“Flaxedil”), and nitrous oxide and oxygen given by the 
intratracheal route. 


The operation was performed by Dr. Alan Pryde, who 
employed a transabdominal approach through a transverse 
incision in the left hypochondrium. The right suprarenal 
gland was palpated and found to be normal. A large, hard 
mass was found in the position of the left suprarenal gland, 
and on palpation of this the patient’s blood pressure rose 
alarmingly to above 300 millimetres of mercury, systolic, 
and 190 millimetres, diastolic (see Figure V): An intra- 
venous injection of 10 cubic centimetres of “Piperoxane” 
was given immediately, and further injections were 
administered every few minutes according to the height of 
the blood pressure (Figure V). 


MINUTES 
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V. 


Shows blood pressure recordin during removal of the 
pheochromocytoma, demonstrating the intravenous use of 
“Piperoxane” and I-nor-adrenaline. 


The tumour was mobilized, and several large vessels 
attached to it were ligated. After this the blood pressure 
fell dramatically until it could not be recorded. The heart 
rate rose to 180 beats per minute and the radial pulse was 
imperceptible. ‘The operation was suspended while an 
infusion of nor-adrenaline was given, and in eight minutes 
the blood pressure was raised sufficiently for the operation 
to proceed. Soon after this the tumour was delivered and 
another alarming fall in blood pressure occurred. This 
was again rectified with nor-adrenaline, and continuous 
infusion of this hormone was required for the remainder 
of the operation, the rate of flow being varied according 
to the blood pressure. The operation proceeded in routine 
manner, the tumour being removed and the wound closed 
without drainage. 


The Post-Operative Period. 


The patient was not moved from the operating theatre 
for over two hours after the conclusion of the operation, 
because the blood pressure was difficult to maintain at a 
steady level, and the fluctuations required continual adjust- 
ments of the rate. of flow of the nor-adrenaline infusion. 
A transfusion of one pint of blood was given at this stage. 
When the blood pressure had been stabilized, the patient 
was returned to the ward. As she required such large 
amounts of nor-adrenaline to maintain her blood pressure, 
it was decided to increase the concentration of this hormone 
in the saline to six milligrammes per litre in order to 
reduce the amount of fluid given. (On her return to the 
ward she was requiring about seven cubic centimetres of 
saline containing 28 microgrammes of nor-adrenaline per 
minute to maintain her blood pressure between 115 milli- 
metres of mercury, systolic, and 85 millimetres, diastolic, 
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and 135 millimetres of sheneury; systolic, and 90 millimetres, 
diastolic.) 

Several resident medical officers maintained a roster of 
continuous supervision until forty-two hours after the 
removal of the tumour, when. nor-adrenaline was no longer 
required. During this period the rate of flow of nor- 
adrenaline was gradually reduced as the patient’s blood 
pressure would allow. In the last hour before the infusion 
ceased she required six microgrammes per minute, After 
the infusion of nor-adrenaline was ceased, a slow infusion 
of 0:18% saline and 4% glucose solution was given. 
Desoxycorticosterone acetate was given daily for three days 
in doses of five milligrammes. ; 


- On the first post-operative day she developed thrombo- . 


Dhiebitis er her left saphenous vein into which the infusions 
ven. i 

- On the second post-operative day her abdomen became 

‘distended, she vomited several times and borborygmi were 

infrequent. She was therefore treated for paralytic ileus, 
but recovered on the following day. ae 
Post-Operative 

Her blood pressure was recorded twice a day and varied 

- between. 110 and 140 millimetres of mercury,-systolic. Her 

glucose tolerance curve:-was now normal (Figure II). 

There was no glycosuria or albuminuria. 
The cold pressor test produced a rise in the blood pressure 


of 10 millimetres of mercury, systolic, and°10 millimetres, - 


diastolic, which is within normal limits. Intravenous injec- 
tion of 0-025 milligramme of histamine base did not cause 
‘any change in blood pressure. 
The patient’s optic fundi contained several patches 
- of exudate which had not been present before operation. 
_ These were probably a result of the severe changes in blood 
pressure during the operation. Assay of her urine showed 
that it now contained 50 microgrammes of catechol deriva- 
tives per litre, which is within normal limits. 
' The patient was discharged from hospital feeling very 
well. She has had no attacks of sweating, headaches or 


vomiting in the six months since operation, and she states 


saat she ata not felt so well for years. 


Pathotogicat Findings. ~ 


The tumour was spherical in shape and slightly larger 


than a cricket ball, measuring 3-5 inches (8-75 centimetres) 
in diameter and weighing 495 grammes. It was encapsu- 
lated, and the lower pole was attached to a small volume 
of normal adrenal tissue. On examination of the cut surface 
(Figure VI), the tumour was seen to be divided into com- 
partments by several coarse trabecule of fibrous tissue. 
Some of these trabecule were calcified. On macroscopic 
examination two different kinds of tissue were present, 
although histologically their structures were similar. About 
two-thirds of the tumour substance was occupied by brown 
particulate matter with a coarse, sandy appearance. The 
remainder was soft, fleshy tissue. The latter, but not the 
former, gave a positive  Vulpian reaction with ferric 
chloride. When the tumour was placed in fixative con- 
taining chrome salts, it became very dark in colour; but 
the fleshy tissue reacted more rapidly and intensively’ than 
the particulate matter. 


The histological picture. {see Figure VII) was that of 
columns of polyhedral cells arranged in a mosaic pattern, 
The cytopk.sm was ample, and the chromaffin reaction 
, Showed either as a diffuse brown. coloration or as brown 
‘granules within the cells. The chromaffin reaction varied 
in intensity. Vacuoles were present in a small number of 
cells. These vacuoles were present in frozen sections, and 
it was not possible to stain them... Possibly they were true 
vacuoles caused by liberation of secretions. The tumour 
was very vascular, and numerous large capillaries and 
sinusoids were present. Certain of these sinusoidal channels 


were bounded only by tumour cells, and no endothelium. 


could be demonstrated.. Within some vessels the serum 


A : gave a positive chromaffin reaction, and tumour cells were 


often found within the lumina (see Figure VIII). 


portion of the tumour tissue was found to contain 
50 microgrammes of catechol amines per gramme. This 
value may have been lower than in the original specimen, 
as. some of the amines may have passed out into the 
preserving fluid. 

Portions of the tumour were fixed in neutral 5% formol- 
saline and in a chrome salt mixture composed of equal 
parts of 5% potassium dichromate solution and 5% formol- 
saline. Osmic acid vapour fixation was used for Cramer’s 
method for demonstrating adrenaline. Both paraffin and 
frozen sections were prepared. Both Sudan III and Best’s 
carmine stain revealed little or no fat or glycogen. Interest 
centred around Sevki’s modification of Schmorl’s Giemsa 
stain. Sevki described an eosinophilic granulation of the 
cytoplasm .of medullary cells which had been fixed in 
formalin (Sevki, 1935). We failed to demonstrate these 
granules despite using different makes of Giemsa stain 
and using varying degrees of pH. An olive-green coloration 
of the cells was obtained by the use of the Giemsa method 


Ficure VI. 


Pheochrom jhowing 

mass of senty friable tissue with cal cified 

wall, adjacent to soft fleshy tissue divided by 
coarse trabecule. 


with chrome-fixed material. Leishman stain also gave 2 
similar picture and had the advantage of being more rapid. 
This olive-green reaction occurred as a diffuse staining of 
the cytoplasm or as a fine granulation. The reaction corres- 
ponded in distribution to that seen in sections treated only 
with chrome salt fixative. A large number of dther dyes 
were used and the chromaffin material could be stained in 
many different colours. Of them all, a modified Mallory 
stain, with excess carbol fuchsin, gave a very clear picture 
in which the chromaffin material showed as a vivid carmine. 
The possibility remains that all these differential stains. 
including the Giemsa method, are due to the interaction of 
tissue-fixed chrome salt with dye. They could hardly be 
called specific. Cramer’s osmic acid technique for adrenaline 
also gave a positive reaction. However, of the multitude 
of stains available, ordinary hematoxylin and eosin prepara- 
= gd chrome-iixed material gave orthodox and reliable 
results. 


Discussion. 
It cannot be doubted that this patient’s tumour had been 


present for a considerable time. Her well documented past 
‘history indicates that it had been active for at least ten 


years, and this is further supported by the presence of a 
shell of calcification in the wall of the tumour. The litera- 
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_ ture shows that the symptoms are often present for very 


jong periods before a pheochromocytoma is suspected. 
Cases are still not being diagnosed early enough. 


One interesting feature of this case is the swelling of 
the neck during some of her attacks. This was almost 
certainly due to swelling of the thyroid and has been 
described on a few occasions previously (Graham, 1951). 


Myocardial infarction associated with a phsochromo- 
cytoma has rarely been recorded (Priest, 1952). An electro- 
cardiogram taken when she was admitted to hospital eight 
years ago showed changes consistent with an anterior 
infarction. Her history of frothy blood-stained sputum at 
this time was almost certainly due to acute left ventricular 
failure, which is a common cause of death in these patients. 


Many patients (Goodall and Symington, 1953), as did 
this patient, have a history of toxemia of pregnancy 
followed by a period in which symptoms referable to the 
tumour are pronounced. 


Because of the great lability of blood pressure in these 
patients with paroxysmal attacks, unless the readings are 
taken.simultaneously in both arms the considerable differ- 
ences in blood pressures in the two arms may be con- 
fusing. ; 

As a provocative test, 0-05 milligramme of histamine base 
was injected intravenously (Roth and Kvale, 1945), and 
this produced a characteristic preliminary fall in blood 
pressure followed by a sudden excessive rise (Figure I). 
This test is not without danger, as the resultant hyper- 
tensive attack may be impossible to control, and ‘it is 
recommended that a suitable adrenergic blocking agent be 
readily available. The test is a valuable one although it is 
not entirely conclusive, as false positive and false negative 
responses have been recorded (Goodall and Symington, 
19538).. 

We did not have an opportunity of using an adrenergic 
blocking agent until the operation, as by the time such a 
drug was available, the patient was normotensive. Recent 
work shows that none of these agents gives infallible 
results, and it is probably wise to use at least two different 
agents. At the moment “Regitine’ appears to be the most 
useful of these blocking agents (Barnett, 1952). 

Falsely positive results from the “Regitine” diagnostic 
test, the intramuscular or intravenous routes of injection 
having been employed, have been reported (Gifford, Roth 
and Kvale, 1952). 


The following case report exemplifies the misleading 
positive results which may be obtained. 


Mrs. C., aged fifty-eight years, and weighing eight stone 
three pounds, had been examined two years earlier by one 
of us (F.R.T.S.). At that time her blood pressure was of 
the order of 270 millimetres of mercury, systolic, and 140 
millimetres, diastolic. Two years later, in 1953, she reported 
with the additional symptom of angina. An aortic diastolic 
murmur had appeared, fluoroscopic examination revealed 
enlargement of the left ventricle, and her electrocardiogram 
presented a classical example of left ventricular strain. A 
diagnostic “Regitine” test, five milligrammes of the drug 
being injected intravenously, was carried out in the 
consulting rooms to exclude pheochromocytoma. There 
had been no prior sedation and the patient was not 
uremic. Serial blood pressure readings prior to the injection 
had established her pressure as 255 millimetres of 
mercury, systolic, and 125 millimetres, diastolic. This patient 
professed a horror of “needles”. However, ten days earlier 
blood had been collected for the Wassermann test, a very 
fine hypodermic needle being used, and this had not caused 
a reaction. The same sized needle was used, no undue pain 
was occasioned and there was no flinching. Over the next 
three minutes there was a progressive fall of her blood 
pressure to 75 millimetres of mercury, systolic, and 45 
millimetres, diastolic. She complained of a transitory sen- 
sation of heat over the entire body (there was no objective 
flush), a roaring in her ears, faintness and a frontal head- 
ache. She commenced to wail, collapsed and evidently felt 
that she was dying. Her blood pressure slowly rose to 130 
millimetres of mercury, systolic, and 70 millimetres, diastolic, 
over the next ten minutes, and one hour after the injection 
had returned to 190 millimetres, systolic, and 95 millimetres, 
diastolic. Subsequent investigation in hospital revealed that 


this hypotension was a vasovagal phenomenon due to fear. | 


The intramuscular “Regitine” test and a benzodiozane test 


provoked a small rise in blood pressure. A perirenal pneumo- 
gram in conjunction with an excretion pyelogram failed to 
reveal a tumcur. Incidentally, her glucose tolerance curve 
was diabetic, though no glycosuria was present. 

The radiological differential diagnosis of a mass situated 
above the left kidney and showing a ring of calcification 
is extensive. Hydatid disease, either alone or associated 
with other disease, was considered, but the negative 
responses to the Casoni and hydatid complement fixation 
tests tended to exclude this condition. A barium meal X-ray 
examination would have assisted us to exclude some of the 
possibilities suggested by the appearance of the X-ray films, 
but was not carried out for reasons already mentioned. The 
renal displacement tended to exclude most renal conditions 
in which calcification occurs, except, perhaps, a calcified 
carcinoma of the kidney; but the position, sharp definition 
and circumscribed appearance did not support the diagnosis 
of this tumour. Nor were hepatic or rib tumours suggested. 
Dermoid . cysts, retroperitoneal masses other than those 
mentioned above and calcified aneurysms (Ellis et alii, 
1952) were also considered. 


In view of the clinical syndrome, the site of the tumour 


and the absence of visible secondary growths in the chest, 
pheochromocytoma was thought to be the likely diagnosis. 


In 1950. Shanks and Kerley, in discussing the occurrence 
of calcification in the suprarenal gland in various diseases, 
tended to exclude its presence in chromaffinomas. However, 


in the same year, Moser, Sheehan and Schwinger pre-' 


sented a case of pheochromocytoma with calcification simu- 
lating cholelithiasis. Boice and Sears (1951) did not 
mention phzeochromocytoma when discussing adrenal calci- 
fication; but Ellis et alii in 1952 described two pheochromo: 
cytomas containing cystic areas with peripheral calcifica- 
tion. In 1953, Cadman and Tinckler described another case 
with calcification which was apparently related to areas 
of infarction or necrosis. 


It would seem to us that the transabdominal approach is 
to be preferred to the bilateral postero-lateral approach, 
as the former allows an adequate exploration of all the 
abdominal sites in which the tumour has been found 
(Goldenberg et alii, 1947; Figure 1). 


The opera’ ve mortality for this condition is still very 
high—19% of 106 cases reported since 1947 (Goodall and 
Symington, 1953)—and this figure can be reduced only 
by adequate control of the blood pressure during and after 
the operation. Close liaison between medical and surgical 
teams is necessary, so that effective measures are available 
to control the hypertensive crisis which usually occurs 
when the tumour is handled, and the severe hypotension 
which frequently follows clamping of the vessels of the 
tumour, and which has been responsible for so many deaths. 
We feel that /-nor-adrenaline will prove to be the most 
effective agent in controlling hypotension, which is most 
probably due to the sudden withdrawal of this constrictor 
hormone when the tumour is removed (Swan, 1952). 


During the early post-operative period, whilst the patient 
is becoming gradually accustomed to the reduced amounts 
of circulating adrenal secretions, it may be necessary to 
continue the administration of nor-adrenaline for periods 
up to three days or more. The patient will gradually 
require less and less until eventually its administration 
can be ceased altogether without any fall in blood pressure. 


After the removal of an actively secreting pheochromo- 
cytoma, there should be a recession of endocrine disturb- 
ances as evidenced by a normal glucose tolerance test result 
and basal metabolic rate and a normal excretion of pressor 
amines in the urine. The blood pressure usually returns 
to a lower level, which may be within normal limits. Also, 
there should be complete relief from symptoms such as 
headache, vomiting and sweating. 


Summary. 
1. Successful removal of a pheochromocytoma causing 
paroxysmal hypertension is reported. 


2. The clinical picture and methods of diagnosis are 
discussed. 
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8. The necessity for. pre-operative diagnosis and 
adequate operative and post-operative control is stressed. 
4. Special remarks on the radiological diagnosis and 


pathology of the tumour are made. . 


‘We record with gratitude our indebtedness to Dr. Alan 
Pryde, who removed the tumour.. Dr. A. J. Barnett and 
the staff of the Clinical Research Unit, Alfred Hospital, 
Melbourne, earned our thanks for up-to-the-minute advice 
on, adrenergic blocking agents and for estimations of 
catechol derivatives. Finally, we wish to thank the resident 
medical officers who devoted their spare time to supervising 
the nor-adrenaline infusion in the dangerous post-operative 
period, and Dr. C. Craig for his assistance in the radiological 


investigations. 
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Albert Kuntz, PhD, 


wtonomic Nervous System. 
M.D.;. Fourth 1953. hiladelphia: Lea and 
Febiger,. Sydney: Angus .and Robertson, Limited. 


93” x 6”, pp. S06, With oF illustrations. Price: £5 7s. 6d. 

Tus fourth edition of this well-known book has just 
become available. «It has been thoroughly revised and 
brought up to date, 
material has been incorporated only after careful scrutiny. 
There is no urgency to include everything new just because | 
it is new—sometimes it is wise to wait until it is sure that © 


‘ 


As the author points out, however, new . 


what is new is also correct. Professor Kuntz’s long personal 
experience of investigations on the-autonomic nervous system 
permits him to exercise an authoritative discrimination 
impossible to those who merely compile books from card 
index references. The same wide experience goes into pro- 
viding a useful and interesting historical background—not 
only a tribute to the past but a necessary adjunct to proper 
understanding of the present. Here, it is interesting to note, 
the observations of Hunter and Royle on loss of muscle tone 
after sympathectomy are still valid; Taken over all, the 
book gives an excellent introductory .cover of all relevant 
phases of autonomic—or_ possible. autonomic—structure and 
functions. There is no mention, however, of neurocrines. 
The bibliography, although omitting a number of authors, 
covers a wider field than is common in modern American 
works and really does provide a good opportunity for more 
extended study. The illustrations are probably the weakest 
feature of the book—this is particularly. the case with the 
more ambitious diagrams. The format and production are 
excellent, and this work can confidently be recommended to 
both students and practitioners. 


May’s Manual of the Diseases of the Eye: For Students and 
General Practitioners. Revised and edited by Charles 
A. Perera, M.D.; Twenty-First Edition; 1953. Baltimore: 
The Williams and Wilkins Company. Sydney: Angus 
and Robertson, Limited. 8” x 5%”, pp. 520, with 378 
illustrations, 93 in colour. Price: £3 4s. 6d. 


Tue fact that this work has now reached its twenty-first 
edition shows that its sound background has warranted its 
continuous publication since 1900. But it is somewhat 
doubtful if this type of work, which met a very definite need 
at the beginning of this century, is still the type of work 
required in 1954. It is too detailed for students and general 
practitioners, and not nearly detailed enough for~the con- 
sultant ophthalmologist. 

Professor Charles A. Perera, who revised this twenty-first 
edition, could have given, with advantage, more space to 
recent advances in ocular therapeutics. The limited space 
given to the place of cortisone and ACTH, and also to 
penicillin and other antibiotics, in ophthalmology does not | 
sufficiently emphasize their present-day importance in this 
specialty. These are omitted facts about which every student 
and general practitioner would want to know. 3 


The price of this American work at £3 4s. 6d. is too high 
for those who would contemplate buying it. This has been 
made necessary firstly by the excellent coloured blocks used 
to illustrate this work, and secondly by the dollar exchange. 
The publication of Australian editions of important American 
medical works may have to be contem 


Books Received. 
{The mention of a@ book in this column does not imply that 
no review will appear in a subsequent issue.] 
“World Distribution of Rickettsial Diseases, Tick-Borne » and 
Mite-Borng Basic Sources”; 1954. here York : The 
Gengrae cal Society. 23” x 33”, Price: $1.25 per 
folded ook copy, $1.50 per flat copy. 


A map which will be useful to, students of the diseases 
with which it deals. ‘ 


“Methods of Biochemical Analysis”, edited by David Glick ; 
a New York: Interscience Publishers, Incorporated. Volume 
” x 6”, pp. 582, with 67 illustrations. Price: $9.50 


ed to give the laboratory worker complete details 


_to enable him to carry out analyses. 


“The Year Bem. of Orthopedics and Traumatic Surgery 
(1958-1954 k Series)”, edited Edward L. Compere, 

.D., » F.LC.S.; 1954. The Year Book Pub- 
ishers, Inco 8” x 6a”, 862, with 209 illustrations. 
Price: $6.00. 


One of the Practical Medicine Series of Year Books. 
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tudents”’, 


Eng Oxf lackw: 
with 108 illustrations. 


Price: 30s. 


. Covers the whole range of surgery. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent.. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
chaetes: In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, bantaggnete number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the  oneitert) Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of ‘the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 
Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. ¢ 


A MEDICAL SCHOOL FOR WESTERN AUSTRALIA. 


From time to time it becomes necessary to refer once 


again to subjects. which have been adequately discussed. 


on.a previous occasion—to point out a certain deficiency 
or to state a certain need, to put forward arguments in 
its favour and to counter possible objections. In the year 
1947 the proposal to establish a medical school in Western 
Australia was discussed in the issues of January 18 and 
August 2. The occasion in 1947 was by no means the first 
on which the subject had been mentioned. To refer to it 
again, and at some length, now becomes necessary because 
of the determination of the University of Adelaide not to 
receive from Western Australia any further students for 
tuition in the clinical years of the medical course after 
1956. At present, a student may study the early subjects 
in the University of Western Australia and proceed for 
the remainder of his course to another university. Adelaide, 
being the nearest centre to Perth, has naturally been the 
school preferred by Western Australian students. This 
determination of the University of Adelaide has prompted 
Dr. E. G. Saint to submit to this journal an article which 
appears as a special article in the present issue. 

For several years attention has been drawn. in these 
pages to the overcrowding of Australian medical schools 
and to the great difficulties under which both teachers and 
students have to labour. That under present difficult con- 


ditions the quality of the Australian graduate remains at 


its present high level is a tribute to the quality of the 
teaching that he receives and to the way in which such 
teaching is planned. This statement must not be taken 
to imply that no alterations in curricula or teaching are 
necessary. To make this implication would be tantamount 


4 


to the declaration that medicine had reached a stable stage 
of development and that no further changes were likely to 
occur. We do not propose, on the present occasion, to 
traverse again the arguments in favour of an increase in 
the number of medical schools in the Commonwealth; 
attention will be directed to Western Australia only.. On 
a previous occasion it was pointed out that the population 
of Victoria in 1863 when the Melbourne Medical School was 
established was slightly over half a million, and that in 
South Australia when the Adelaide School came into being, 
the population of the State was a little more than 319,000 
persons. The population of Western Australia in 1951 was 
nearly 600,000. On the basis of population alone, there 
need therefore be no argument about the propriety of 
establishing a medical school in Western Australia. <A 
stronger word than propriety can be used when one con- 
siders the relation of the population to the enormous area . 
of the State and the distance of its capital city from the 
nearest medical schools at Adelaide and Melbourne. But 
these constitute only what we’ may call the preliminary 
arguments in the matter. The Government of Western 
Australia is well aware of the need for a medical school 
within its borders, and the possibility of meeting the need 
has been seriously investigated by it. In 1947 we reminded 
readers that in July, 1946, Professor Peter MacCallum, 
Professor of Pathology and Dean of the Faculty of 
Medicine in the University of Melbourne, was invited by 
the Premier of Western Australia to visit that State in 
order to collect the evidence necessary and to give the 
Government the benefit of his advice.. At that time, the 
Premier stated that he was anxious to secure the help of 
someone closely associated with a medical school in Aus- 
tralia; he also pointed out that various estimates of the 
cost of establishing a medical school had been given, and 
that even the most conservative estimate suggested that 
the cost would be heavy. In the preamble to his request 
to Professor MacCallum the Premier observed that students 
who intended to study medicine and were, in fact, engaged 
in the study of the first year of the course at the University 
of Western Australia, would have great difficulty in obtain- 
ing accommodation at the Universities of Melbourne and 
Adelaide in order to continue their studies. He further 
remarked that the cost to a Western Australian student 
of undertaking ‘a medical course, involving as it did 
transfer to a university in the eastern States, prevented 
many otherwise suitable students from undertaking the 
course. What the Premier foresaw has now come to pass 
and the University of Adelaide will no longer be the 
receptacle for students from Western Australia. We can 
only suppose that the authorities in Adelaide have taken 
this step in order to prevent further overcrowding of the 
faculty and to. make the training of South Australian 
students as thorough and of as. high a standard as it is 
possible to make it. The Premier of Western Australia 
went further. He thought that until a medical school was 
established in the State, Western Australia would always 
be embarrassed in recruiting sufficient numbers of medical 
practitioners. 

It would be suitable to remind the present Government 
of. Western Australia’ of what the Premier said and did 
in 1947 and also to bring to its notice again Professor 
MacCallum’s report. Professor MacCallum’s advice to the 
Government was that if the proposed school throughout 
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(pre-clinical, clinical and post-graduate) was of university. 


_ standard and conformed to university ideals, its establish- 


ment was-highly desirable and practicable. It would, he 
thought, be well worth the cost. It was admitted in 1947 
that-the cost would be heavy. Professor. MacCallum thought 
that the cost of the establishment: of @ school including 
buildings aud equipment would be about £100,000 at the 
University of Western Australia, and £120,000 at the Perth 
Hospital. Of course, the costs will be much more now. 
Professor MacCallum thought that a rough estimate of 
thée’-annual cost of running the school when it had reached 
the fully functioning stage was £30,000 to. £35,000. This 
cost included that of.a “director” and chairs: of anatomy, 
physiology, medicine, surgery, pathology and obstetrics. 
Professor MacCallum. thought :that chairs in biochemistry 
and bacteriology might come later-on. In 1947 we pointed 


* out that the Government of Western Australia had a much 


to be envied opportunity: “It has on its hands no burden 
of accumulated and outmoded ‘inefficiency, no medical staff 
whose members have becothe set in their ways and fixed 
in their ideas and who have to be considered and possibly 
placated inthe face of impending changes. It can start 
with a-plan of its own devising and a personnel of its own 
choice,” The importance of starting with a clean sheet 
cannot be over-estimated. The Government would there- 


fore be well advised when it does undertake to establish - 


its medical school (and there is no doubt that it will have 
to do so before very long) to ‘secure the services of an 


experienced medical organizer and teacher, and to pay him 


a really adequate salary. If the Government wants to have 
the best advice, it should be prepared to pay for. it.’ The 
man chosen should be old enough ‘to have learnt what 
mistakes in organization and administration may lead to, 
sufficiently young to be able to exercise a pliable mind, and 
sufficiently courageous to start something which those 


.. whose outlook is fixed and whose ledgers are closed would 


regard as foolish. Reference must once again be made to 
the general effect which would follow the creation of a 
medical school in Perth. There is no doubt that standards 
of medical attainment throughout the whole State would 
be improved. The fact that there were amongst the 
members ‘of the practising profession those whose business 


it was to teach medicine would lead to an increased thirst 


for knowledge and renewed effort to keep abreast of 
advances in the various fields of medicine. A medical 


school would create an atmosphere of its own. This 


atmosphere would be partly created by the need for con- 
centrated study for all concerned in the medical school, 
because teachers, to be successful, must be proficient and 
because students are notoriously among the keenest of 
critics. _ It would also arise from what we previously 
described as a kind of infection—because concentrated 


_ study is going on and the’ desire for greater concentration 


and inquiry seems to spread. More reading ‘is done, dis- 


cussions are keen and pathogenesis as a subject for study 
has some chance. of becoming a rival of therapeutics. We 
ghall conclude with the words used in January, 1947: 


medical school has both body and soul. The soul of a 


--makeshift will die, but the ‘soul of a school founded in 


faith and hope with firmness of will and complete under. 


* standing must. live and. grow and benefit-those amongst 


‘tumour or in the rate of secretion. 


Curtent Comment. 


PHA}0CHROMOCYTOMA. 


In this week’s issue there appear two important case 
reports on phgwochromocytoma, one from Launceston and 
the other from Hobart. This condition, which was once 
thought to be a rarity, is being more widely recognized 
as a cause of arterial hypertension. These Tasmanian 
reports are of importance because the condition was diag- 
nosed before surgical operation’ was undertaken, and 
operation was in each instance successful. It is often easy 
to be wise after the event, and there is little solace in the 
discovery of a  phsochromocytoma~ at post-mortem 
examination when it is known that care in diagnosis 
would have revealed the condition and probably have 
enabled the patient to recover from his illness. As long 
ago as May 2, 1952, the diagnosis. of pheochromocytoma 
was discussed at some length in these columns in the light 
of work by several groups of authors. Reference is made 


again to the subject in the hope that clinicians will be put 


on guard and remember that pheochromocytoma may be 
responsible for the hypertension of a patient who has 
sought their advice. In an editorial published in the 
Annals of Internal Medicine for December, 19538, a sentence 
is quoted from J. L. and C. B, DeCourcy, who wrote in 
1952: “Careful consideration of the possible presence of a 
pheochromocytoma or a paraganglioma in every patient 
with hypertension, sustained or intermittent, must now be 


‘regarded as a diagnostic obligation.” 


This editorial reminds us that the first case of presum- 


able pheochromocytoma was described in Germany by F. . 


Frankel in 1886. -In Frankel’s case, bilateral- adrenal 


‘tumours were found in an eighteen-year-old girl who gave 
a year’s history of attacks of headache, palpitation, © 


dizziness, vomiting and pallor associated with a non- 
compressible pulse and retinal changes. Progress in this, 
as in many other problems, has been slow, but now patholo- 
gists and clinicians are wide awake to the significance of 
pheochromocytomata, the literature contains many articles 
on the subject and the medical -practitioner has no excuse 
for failure to include pheochromocytoma amongst his 
possible diagnoses as causes of hypertension. Those who 
look for a text-book description of the condition should 
consult W. A. D. Anderson’s “Pathology”. Anderson points 
out that pheochromocytoma is usually a benign tumour 
and that it is composed of a differentiated mature type of 
cell resembling those which compose the adrenal medulla, 
He goes on to state that the tumour cells are large, 


_irregular or polyhedral, but some of them are stained 


brown after fixation in bichromate..,A vascular fine con- 
nective tissue stroma surrounds groups of cells. 
Epinephrine and nor-epinephrine have been found in these 
stromas.. Anderson explains that nor-epinephrine ‘has 
mainly the effect of increasing the blood pressure and 
peripheral vascular resistance, and it has this effect rather 
than that of increasing the metabolic effects of epinephrine. 
The clinical manifestations of pheochromocytoma are due 
to the presence of the nor-epinephrine. Anderson points 
out that the picture is similar to that produced by a large 


injection of epinephrine and/or _nor-epinephrine, and that. 


variations in the clinical picture are thought to be due to 
differences in the proportions of ‘the two hormones in the 
In some’ cases, he 
explains, the hypertension is sustained and does not occur 
in episodes, and in others glycosuria and hypermetabolism 
may be persistent with intermittent hypertension. Clearly, 
if the tumour can be removed thesymptoms will be 
relieved. The extraordinary care which must be adopted 
when pheochromocytomata are removed by surgical 


operation is well exemplified in the two Tasmanian case 


reports. 


It is to the clinical‘ and diagnostic aspects of this subject 
that attention should be directed. In: the Annals of Internal 


Medicine editorial it is stated that the diagnosis may be 
shrewdly. suspected and sometimes made with confidence 
from the clinical ‘alone. We note that in the 
Hobart’ case a diagnosis 


t 


‘was sug- 


Jone 26,194 
‘ - 
| 
‘ 
| 
ts 
io 
| 
; 


THE MEDICAL JOURNAL’ OF AUSTRALIA 989) 


_ gested in view of the profuse sweating, the periodical 
éttacks of vomiting, and intermittent hypertension with 


impaired glucose tolerance. In the editorial it is stated 
that the condition must be especially suspected on clinical 
grounds, (a) if hypertension. is. present in a young person, 
if it first makes its appearance during pregnancy or the 
puerperium, or if a hypertensive crisis is precipitated by 
anesthesia, surgery or other trauma; (b) if the hyper- 
tensive patient has “attacks” or “spells” characterized by 
headaches, palpitations, tachycardia or bradycardia, pre- 
cordial or abdominal pain, pallor or flushing, nausea, 
vomiting, blanching of the extremities, profuse sweating, 
blindness, aphasia or loss of consciousness; or (c) if the 
hypertension is associated. with an elevated basal metabolic 
rate, other symptoms suggestive of hyperthyroidism, glyco- 
suria or hyperglycemia. In his book on the thyroid, T. 
Levitt states that thyroid hypertrophy has been observed 
in association with adrenal phrochromocytoma—indeed, 
thyroidectomy has occasionally been performed in such 
circumstances. Levitt describes pheochromocytoma. as 
providing an accentuated picture of sympathetic over- 
activity. He states that the normal level of protein-bound 
iodine and failure to take up a tracer dose of radioactive 
iodine will differentiate pheochromocytoma from.an active 
ectopic thyroid rest. In regard to the differential diagnosis, 


it is stated in the editorial that the DeCourcys refer to. 


pheochromocytoma as the “great mimic”. Apparently, 
about 10% of patients with pheochromocytoma are being 
treated for diabetes mellitus at the time when the correct 
diagnosis is made. In addition to essential hypertension, 
the other conditions which have to be considered in the 
differential diagnosis are glomerulonephritis and other 
renal lesions, toxemia of pregnancy, eclampsia and 
psychoneurosis.. Pheochromocytoma has masqueraded as 
gastro-intestinal hemorrhage. We do not propose to enter 
into a long discussion on the differential diagnosis of this 
condition,. but will refer the readers to the somewhat 
lengthy discussion of two years ago. In a recent discussion 
on pheochromocytoma M. Hamilton et alii' refer to the 
test of heat elimination from the hands, and point out 
that although this test is fallible it is useful. Hamilton 


and his co-workers state that their experience with the. 


use of piperoxane has been discouraging. This drug 
produces a fall from its. paroxysmal or sustained high 


level. They state that the side effects of the drug are 


often unpleasant and that the use of “Regitin” has been 
recommended, as it is said to give a more definite and 
prolonged fall in pressure with few_side effects. This is 
the drug which is recommended by the DeCourcys. In 


the editorial quoted the statement is made that “Regitin” 


(phentolamine) has established itself as the testing agent 
of choice. This adrenergic blocking agent is described as 
having the following advantages over piperoxane: (a) it 
is almost free of unpleasant side effects; (b) it is notably 
more accurate; (c) it is‘much easier to administer—one 
person can carry out the entire test as an office procedure; 
and (d) it does not cause the alarming rise in blood 
pressure that piperoxane sometimes causes in the essential 
hypertensive. The DeCourcys. express the view that the 
specificity, accuracy and convenience and safety of 


phentolamine (“Regitin”) have established it as the agent 


of choice for routine use in the screening of all hyper- 
tensive patients. In view of the fact that these tumours 
have been described ‘as the most. common surgically curable 


cause of high blood pressure, there is no need to emphasize » 


the importance of.this subject. Only the fringe of it has 
been touched on here; medical practitioners are urged to 
study the subject in their own private reading. ; 


BREAST FEEDING. 


Ir. is a strange but understandable anomaly that the 
study of the physiology of human lactation and its correla: 
tioh with the clinical management has lagged far behind 
that of the bovine, so that now the management of the 
dairy cow-is superior to and vastly more successful than 


' the management of the lactating. woman. However, it is 


1 Brit. Heart J., April, 1953. 


encouraging to see pediatricians. of the calibre of R. S, 
THingworth, of Sheffield, and Ronald MacKeith, of Guy's 
Hospital, making significant contributions to knowledge of 
human lactation and to see the second report of the 
research being carried out in Sydney by Clair Isbister* 
under the King George V and Queen Mary Foundation. 


A current comment’ appeared recently in these columns 
on Illingworth’s work* condemning the almost universal 
practice of giving copious fluids during lactation. Thirst 
appears to be the best guide, and providing it is satisfied 
with suitable fluids, the giving of excess results only in 
excessive excretion as urine. 

J. Blaikley, S. Clarke, R. MacKeith and K. M. Ogden‘ 
report the result of a well-controlled trial of H. Waller’s 
methods in a group of primipare, Waller,’ at- Woolwich, 
devised a scheme for preparation and management of 
lactation that raised the incidence of breast feeding in his 
area from 42% to 83% at the sixth month. His methods 
consisted of, first, pre-natal preparation of nipples, pre- 
natal expression of colostrum and psychological .prepara- 
tion of the patient, and; second, close supervision of lacta- 
tion during the puerperium by specially trained staff to 
prevent cracked nipples and engorgement. The actual 
details are given in full by Blaikley, Clarke, MacKeith and 
Ogden. The investigation established that the application of 
Waller’s methods doubled the incidence of breast feeding 
at the sixth month from 26% in the controls to 51% in 
the “Woolwich” mothers. It also established that the 
first phase of the methods was. not effective without the 
second, and skilled nursing was needed in the puerperium, 
a this was also not effective without adequate: prepara- 
tion. 

Isbister? reports the results of an investigation into the 
occurrence of the draught reflex in 241 consecutive patients, 
of whom ‘32 had failed before the third month and 160 
were still fully feeding their babies at the sixth month. 
She establishes the point that the draught or “let down” 
reflex is essential for successful lactation. The reflex 
apparently consists of a sensory arc from the nipple via 
the hypothalamus to the posterior pituitary lobe and a 
humoral motor are, as posterior pituitary secretion appears 
to cause contraction of mycepithelial cells surrounding 
the gland tissue, so propelling milk into the ducts and 
sinuses ready for ‘the infant. 

In fully established lactation the majority of women 
are aware of a sensation, variously described as “pins and 
needles”, tingling, “rushing down feeling”, whicli they 
state occurs a few seconds after the baby goes to the 
breast. Isbister has the advantage of having breast fed 
four children and has kept her own records of the occur- 
rence of the draught and the factors influencing it. It 
was observed that the reflex appeared to become con- 
ditioned, so that it occurred at every feed on stimulation 
of the nipple, and that this process required a period of 
one month in multipare and approximately two months 
in primipare. Multipare could recognize and time the 
sensation from the first few days, but primipare did not 
appear to feel it for, about three weeks, though the 
presence of the draught could be demonstrated by other 
means, such as seeing milk flow from the opposite breast, 
or watching the flow while the patient was using the-breast 
pump, or watching the reaction of the baby. Babies 
observed at the breast first sucked in a restless hungry - 
fashion; then, as the draught came, they became quiet and 
sucked with intense concentration, becoming restless again 
for the second side or going to sleep as the milk supply 
became less.. Some babies choked and withdrew from the 
breast to avoid the sudden flow, others fought and pushed 
the breast away, and some gulped and swallowed air and 
milk as fast as possible. A syndrome is described in this 
latter group which is often wrongly attributed to -over- 
feeding and treated by shortening the feed or using one 
breast only at a feed. These procedures will result in 
failure of lactation, whereas simple initiation of the 


1 Arch. Dis. Child., February, 1954. 

J. AUSTRALIA, January 9, 1953. 

3 Lancet, December 5, 1953. 

4J. Obst. € Gynec. Brit. Emp., October, 1963. 
8 Arch. Dis. Child., March, 1946. 
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draught’ reflex, by “bringing 
will reduce’ the severity: of the initial: gush: for the: baby’ 
and relieve symptoms in’ many ‘cases. ‘The reflex is easily: 
elicited in the: first two months by psychological stimuli; 
such as thinking of the baby, as well as tactile stimulation 
of ‘the nipple; and it°is inhibited by pain and emotional: 
factors, such as. worry, fatigue and embarrassment. 
More work is needed ‘to determine the force of the 
draught, its relation to symptoms in ‘the baby and the 
pattern of its conditioning in the re; but this 
article is significant in that it indicates that the expulsive 
mechanism is as essential as the ‘secretory for successful: 
breast feeding and may’ well cause.more symptoms than 
secretory failure, as the latter is now well recognized. It. 
also draws attention to the establishment period. necessary 
and stresses the importance of not regarding lactation as 
secure when the patient leaves the maternity. hospital. 
When the observations of Blaikley, Clarke, MacKeith 
and Ogden: are considered with those of Isbister, it appears 
that for successful lactation it is desirable to have adequate. 
preparation, skilled supervision in’ the puerperium and, for 
the primipara at least, a two months period of establish- 
- ment, when she requires sufficient rest, ergs of mind _ a 
‘happy domestic ‘routine. 


i 


THE RETICULOCYTES. 


Tie progress ‘of medical knowledge in the past hundred’ 


years has been extraordinarily rapid and widespread. An 
enormous panorama has opened before us, but much of it 
is still misty and ill-defined.. Much of the research work 
‘of today consists of clearing away the mist and filling in 
the details, giving clarity and precision to some small 
facet of our knowledge. An instance of this is provided by 
a@ series of reticulocyte studies. by Martin Seip’ It is 
generally stated that the reticulocytes were first observed 
by Bhrlich in’ 1881; Seip points out that they were actually 
described as early as 1865 by Erb, who. demonstrated finely 
granular material in red blood corpuscles by adding picric 
acid, 1% acetic acid, or distilled water ‘to the: blood. He 
found out. that they existed. in .sparse numbers in the 
blood: of healthy: people and.animals, and in much higher 
numbers under conditions of intensive blood regeneration. 
Ehrlich in 1881 stained reticulocytes with methylene blue 
and demonstrated their presence in normal blood and in 
many forms of anemia: For a long time there. was much 
argument whether the reticulocytes were old red blood 
cells in the process of: disintegration, whether they were 
newly formed. but inferior erythrocytes with a short life 
span, or whether the reticulocyte stage was.a normal stage. 
‘in the development’ of the red cell; The last conception 
has long since been established as the right: one, and the 
introduction of liver therapy in 1926 gave a great impetus 
to the study of the reticalocyte. In the early years of this’ 
century it was widely discussed whether the reticulum: 
was derived from nuclear remains or from the protoplasm; 
today it is considered most probable that the reticulum 
is of & protoplasmic nature, representing the last remains’ 
‘of the strongly basophilic protoplasm of the early erythro- 
blasts. It is characteristic of this reticuluiif that it becomes 
heavily stained by a number of basic dyes’ (brilliant cresyl 
Blue, Nile blue, methylene blue and so on). ‘According to 
Seip, this _property is related to the content of. ribose 


nucleic acid. A ‘good deal of work has been done on the - 


relationship of the basophilic substance of the reticulo- 
eytes,'the phenomenon of polychromasia and ‘the so-called 
punctate basophilia. Seip discusses.the various differences 
between reticulocytes and mature red cells; the former are 
lighter in weight and their diameter appears larger. They 
‘are somewhat less fragile in hypotonic saline, ahd have 
a greater tendency to agglutination than ‘mature red cells. 
Their surfaces are more adhesive, and it ‘has been sug- 
gested that their delivery from the bone” marrow ‘is 


1 Acta nied. gcandinav.; 19535 ‘Sappleméntum “CCLXXXII, 


inthe milk” before a feed, 


sssociated with reduction in this “stickiness” of the 


Ninety years have “Erb his 
“granular red cell”, but we still have much to learn about 
them. Seip has made an important contribution to the 
subject. He outlines his aims as follows: 


.- Under normal conditions, do all erythrocytes enter 
_ the blood at the reticulocyte stage and, if such is the 
_-case, at which stage of reticulocyte development? Is 

it. possible to find definite laws governing these pro- 

cesses? ° What part do the reticulocytes constitute of 
the cell ‘Supeiation of the bone marrow tissue. .The 
maturation of the reticulocytes has been studied by 
incubation of the blood in vitro . . . to find out whether 

‘reticulocyte investigations may be employed for the 

determination of the life-span of the red cells. . ‘ 


* One very important problem is the question of the 
* human organism regulating the transition of the red 
blood corpuscles from the bone marrow to the blood. 
‘Does a centre exist in the brain 
stem of man? 


In order to find an answer to these attentions: Seip had 
first to choose an accurate technique for staining reticulo- 
cytes. His procedure, a modification of Holbgll’s method, 
is worth quoting, for it is more precise than many of the 
methods in current use. ‘ 


few drops of blood are withdrawn by 
‘Four drops of blood and 3 to 4 drops of a 1% solution 
. of brilliant cresyl blue in normal saline are mixed well 
in a hollow-ground slide finely coated with silicone or 
_. paraffin. If the patient’s red cell count is low, pro- 
portionately less staining fluid is used. The mixing is 
‘done with a small rod which also has ‘been silicone 
coated; and the slide placed in ‘a moist chamber for 
- 20 minutes. At the end of this time, the mixture is 
stirred well to obtain an even suspension and very 
' thin smears made in the usual way on carefully cleaned 
glass slides. When dry these may be examined by an 
oil-immersion lens. Permanent specimens may be made 
by. fixing in methyl alcohol for 3 minutes. and then 
. staining with Giemsa’s solution, but the reticulocyte 
“_, Values thus obtained tend to be somewhat lowered. The 
é staining fluid must be filtered from time to time and 
~ “microscope and light sources must be of the highest 
~ quality. At least 5000 erythrocytes must be. counted to: 
obtain a reasonable degree of accuracy. 
siise’ following Heilmeyer and Trachtenberg, distinguishes 
five groups of reticulocytes, arranged according to their 
amount of reticulum and the related degree of maturity. 
Using these methods, the author found a mean value for 
reticulocytes. of 157% of red cells. This figure is derived 
from the examination of the blood of 31 normal adults;. 
the values were slightly higher in the women than in the 
men... This. does not seem a sufficiently nrae number of 
subjects to obtain a normal average.. | 
‘Having’ outlined his methods, the 
answer ‘the first question he has set himself; namely, at 
what stage of development do the red cells leave the bone 
marrow ufder normal conditions? It is evident ‘that 
at least some red cells must leave the bone marrow at 


.the reticulocyte stage, but there has been much discussion 


as to whether all red cells leave the bone marrow as 
reticulocytes. If so, do they leave it as early or as late 
reticulocytes? After summing up his own and others’ 
experiments, Seip reaches the ‘conclusion that under 
physiological conditions all red blood cells leave the bone 
marrow at the reticulocyte stage; a few while they have 
a dense coherent reticulum, but the bulk at a stage when — 
they contain only granules. and scattered remains of 


‘reticulum. A corollary to this is that in pure bone marrow 


tissue, all denucleated red. cells are reticulocytes. This 
proposition is difficult to prove, for material obtained by 
marrow puncture always contains an admixture of 
peripheral blood: ‘Seip’s opinion is based on careful com- 
parison of peripheral blood and of mixtures of blood ‘and 
marrow tissue, and the estimation of the numbers of 
reticulocytes of varying stages’ of maturity. It follows 
that reticulocytes form an important part of the ‘ceil 
population of the bone marrow, and Seip emphasizes the 
fact that previous writers haVé specified the composition 
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of the blodd-forming marrow tissue without considering 
the reticulocytes. He -found the following proportions for 
ihe most important groups of cells in the normal blood- 
forming bone marrow tissue: cells of the myeloid series, 
471%; cells of the erythroid series, 43-5% (reticulocytes 
27-6%, erythroblasts. and proerythroblasts 15-9%); 
iymphocytes, 7:2%; rarer-cell forms, 2:2%. 


This is a correction of the generally accepted idea that 
the myeloid cell elements constitute a far larger part of 
the cells of the actual bone marrow than do the erythroid 
elements. - According to Seip’s work, cells belonging to 
the two series are about eety numerous in the. actual 
bone marrow tissue. 


Once out of the marrow and into the blood, how long do 
the reticulocytes take to mature? In ten experiments with 
normal adults Seip fourid that this process took from 
twenty-six to fifty-four hours with an average of thirty- 
nine hours. Calculations of the life span of the red cells 
based on reticulocyte maturation studies accord very well 
with those obtained by other methods. Seip used reticulo- 
cyte counts to determine the erythrocyte production and 
life span of red cells under pathological conditions. He 
emphasizes the fact that even in normal persons no 
absolute parallelism exists between the reticulocyte con- 
centration in the blood and the production of red cells, 
because the rate of reticulocyte maturation in the blood 
may vary considerably from one individual to another and 
so may the stage at which the reticulocytes leave the bone 
marrow. In pathological states this variation may be very 
great, For instance, the véry immature reticulocytes 
existing in the blood during the reticulocyte crisis may 
have an entirely different maturation time in the blood 
from that ‘of normal reticulocytes. 


Hew are the liberation of the reticulocytes from the 
bone marrow and the production of red cells regulated in 
the human organism? It is true that the factor normally 
regulating this process is the oxygen content in the inhaled 
air and in the organism. The adequate stimulus for an 
increased release of red cells from the bone marrow and 
for increased erythrocyte production is a lowering of the 
oxygen concentration in the organism. The phenomenon 


of “mountain polycythemia” is well known. According to ~ 


Seip, a few hours after passage from the lowlands to the 
mountains. the number of reticulocytes in the blood begins 
to rise and stays at this higher level for a few weeks. 
Gradually the number of red cells increases. Even people 
who for shorter periods of the day are under low air 
pressure (high altitude fliers, personnel at railroads 
lowlands and highlands) generally acquire 
increased red cell counts and raised hemoglobin values. 
The secondary polycythemias of disease are also well 
known. But how are these effects produced? It is indeed 
remarkable that. increased. oxygen’ concentration inhibits 
the maturation of erythroblasts into erythrocytes in the 
organism, and that lowered oxygen concentration has the 
opposite effect, when we consider that the erythrocytes 
certainly consume oxygen for their maturation. Actually 
it has been shown, by investigating marrow tissue in vitro, 
that if hypoxia exceeds a certain limit, it:does not further 
the erythropoiesis, but rather has an opposite effect. 
Magnusson, by cultivating bone marrow in vitro, found 
the highest production of erythrocytes in an atmosphere 
containing 10% to 30% of oxygen, which corresponds to 
the physiological oxygen pressure in the bone marrow, 
whereas the erythrocyte production was inhibited in an 


‘atmosphere containing 5% or 40% oxygen and discontinued 


in-an atmosphere with 2-5% or 50%. Many workers: have 
maintained that it is the oxygen concentration in the bone 
marrow itself that is the regulating factor, and a theory 
of the causation of polycythemia vera has been based on 
this hypothesis. It has been claimed that, in this disease, 
there is thickening of the small vessels in the bone marrow, 
and.that this produces hypoxia in the marrow which in its 
turn leads to polycythemia, But this theory has_not been 
borne.out. by facts; the changes in marrow vessels are not 
always pronounced and the oxygen pressure in. the marrow 
ig normal in polycythemia vera. This and other facts have 


led to the view that it is the oxygen concentration in a 
specific part: sa! the’ brain that determines ‘the intensity of - 


~ experimental observations. 


the erythrocyte production, It has.-.been suggested, that 
it is this central regulation’ that fails: polycythannia 
vera. The author quotes from the literature a number of 
cases of polycythemia, anemia and other blood changes 
in brain disorders, and discusses animal experiments which 
seem to indicate that stimulation of a particular area in 
the hypothalamic region near the tuber cinereum causes 
typical. changes in the red and white ¢élls of the blood. 
Seip himself has confirmed the finding of Ginzberg and 
Heilmeyer that reticulocytosis may appear. in the blood 
immediately after pneumoencephalography. It may be 
argued that other factors come into play in all these 
It is always difficult to devise 
experiments that approach normal conditions in the 
healthy organism. If a blood-regulating centre does exist 
in the brain stem, how does it in turn exert its effects? 
Seip postulates a nervous-humoral control.. Using blood 
plasma from persons suffering from various hypoxeinic 
states, he has attempted to detect substances .which pro- 
mote the liberation of reticulocytes in healthy people. He 
claims that he has established the presence of such sub- 
stances by injecting moderate amounts of blood from 
newborn infants with erythroblastosis into healthy experi- 
mental subjects. But here again other factors come into 
play; for instance, the aikerepes between foetal and adult 
hemoglobin. 

The problem of the regulation of red cell production is 
a very complex one. One cannot but admire the curiosity 
and patience of the author and -others like him who 
patiently and persistently devise experiments. and elaborate 
theories to explain the delicate and infinitely complex pro- 
cesses of physiology. Each hypothesis leads to a new 
problem; experiments fall very far short of reproducing 
the variety and flexibility of normal function. We have 
paused to admire the investigators; let us also in the 
midst of all this science pause to wonder at the extra- 
ordinarily precise, delicate and effective living process, 
which, although we-cannot understand it, does in fact 
continue to regulate the production of the reticulocytes. 


A MEDICAL CONFERENCE AT TOWNSVILLE. 


THE Townsville Local Medical Association—one of the 
local associations of the Queensland Branch of the. British 
Medical Asseciation—has shown commendable ardour in 
that it has arranged a medical conference to be held in 
Townsville from August 30 to September 4, 1954, This 
is the first occasion on which such an undertaking has 
been attempted in North Queensldnd and high hopes are 
entertained for its success. Townsville is the centre of a 
very large area of Queensland and it will no doubt attract 
practitioners from all parts of the State and possibly from 
some,of the southern States, particularly as the climate 
in. August in North Queensland is ideal. Dr. T. U. Ley 
is the President and Dr. J. Ward, of 61 Sturt Street, 
Townsville, is the Honorary Secretary... The date of the 
Conference has been fixed so that it will follow what! is 
known as North Queensland’s amateur race week, one of 
the big social events of the year in that part of Queensland. 
The opening meeting of the Conference will be held on 
Monday, August 30, and the inaugural address will be 
given by Major-General F. Kingsley Norris, Director- 
General of Medical Services. On the three following days, 
morning, afternoon and evening scientific sessions will be 
held, and on the last two days the sessions will be confined 
to the mornings. The subjects on which addresses will be 
given cover a large range. At one meeting, “North Queens- 
iand Fevers”. will be discussed by, Dr. E. H. Derrick, of 


‘Brisbane, Dr. R. L. Doherty, Dr. W. R. Horsfall and Dr. 


W. Buckingham. One paper by Dr. I. H. Chenoweth. will 
deal with goitre in North Queensland. Dr. H. Fiecker will 
discuss injuries by plants and animals in North Queens- 
land. The other subjects are of general medical interest. 
This. gathering will, no doubt, have a wide appeal; those 
interested are asked to COMMRARANED at. an early date with 


Dr. J..Ward. 
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"DERMATOLOGY. 


Xanthomatous Nodules. 
T. Burrerwortn (Arch. Dermat. & 


Syph., November, 1953) states that it | 


is a principle of pathology that inter- 
mittent pressure produces hypertrophy 
and constant pressure atrophy. The 
application of pressure bandages to the 
nodules. of gwanthoma tuberosum will 
gradually bring about their regression. 
On the other hand, prolonged passive 
congestion may lead, under certain 


circumstances, to the development of. 


néw xanthomatous nodules. The author 
reports a case in detail. The patient 
exhibited yellow and- orange-coloured 
nodules on the extensor: surface of ‘the 
elbows and knees, buttocks, hips, axil- 
lary folds, dorsal surface of the fingers 
and ulnar edge of the hands. He was 
treated for eighteen ‘months with a 
diet of low fat and low caloric content, 
ultra-violet light, vitamin A, desiccated 
thyroid gland et cetera without change 
in the lesions. He noticed that the 


yellow, .bands on his palms disappeared 


after considerable hard work with pick 
and. shovel and pipe wrench, ‘The 
author. then decided to study the effects 
of continued pressure on the nodules 
of the left knee,’ using those on the 
right as controls. A pressure dressing 
or elastic adhesive bandage (“Elasto- 
plast”) was applied and renewed at 
weekly intervals. While the lesions 
- began to melt away, the small ones 
, disappeared entirely. Pieces of truck 
inner tubes were placed over the 
remaining tumours and covered with 
elastic bandages, As the size of the 


' lesions decreased, the rate of progress 


*-became slower. The author considers 


course of their activities, frequently 


' injure the nodules on the elbows and 


’ Knees, with superficial ulcerations and 


crustings sometimes. occurring. It. 
remains to be seen whetHer the deposits. 


of lipoid will occur once again in the 


tissue celis when the aan has been 


Ocular Manifestations of 
Rosacea. 


B. GotpsmirH (Brit. J. Dermat., 

December, 1953) reviews the literature 

on the ocular manifestations of rosacea 

and discusses the symptoms. He states 

‘that blepharitis is not ‘uncommon and 
characterized 


by thickening of the 
margins with scaly desquamation 
of the skin. frequently, and 


styes occur as con- 
comitants. The are. often. 
seborrheic subjects. Diffuse hyperzmic 
conjunctivitis:. occurs. frequently in 
association with blepharitis, and is 
‘manifested by a general infection of 
the conjunctival vessels and a scanty 
watery discharge. Occasionally there 
sare’ small marginal catarrhal ulcers; 
.these are different from true rosacea 
‘keratitis. They are confined to the 
margin of the cornea, do not advance 
towards the centre and rarely become 


other 


of facial rosacea which are never seen 
in. the absence of typical skin’ lesions 


of rosacea are nodular infiltrations of 
' the conjunctiva, episcleral tissues and 
Nodular 


cornea. conjunctivitis and 
episcleritis “are both rare. Severe 
rosacea keratitis is the most serious 
and crippling manifestation of rosacea 


as a whole, leading in many cases to | 


impairment of vision. It begins as a 
symptomless peripheral vesiculariza- 
tion of the cornea; in~ more serious 
cases this is followed by the appear- 
ance of subepithelial infiltrates in the 
superficial layers of the cornea, these 
being confined almost exclusively to 
the lower two-thirds of the cornea, 
There is no ulceration to begin with, 
but the sodden epithelium may be 
rubbed off by the lids. These nodular 
infiltrates: heal, and vessels grow into 


the scarred area from the periphery of 


the cornea. The condition has a 
tendency to relapse, and fresh infiltrates 
appear,’ not in the old scar, but nearer 
to the centre of the cornea. After 


_ Several mild attacks, a series of wedge- 


shaped scars pointing to the centre of 


the cornea are left, interfering with - 


vision more or less seriously.. Probably 


the keratitis and the rosacea have the. 


same pathogenesis. Corneal vasculariza- 


tion, which is a precursor of keratitis,. 


cannot. occur as @ result of pure vaso- 
dilatation; there is some experimental 
but ‘no’ clinical evidence that it may 
result from gross metabolic disturb- 
ances. . There is no evidence that 


’ bacterial infection plays any part. The 


pathological appearances are. non- 

, and there is no valid evidence 
to suggest that ocular disease has an 
allergic basis. Seasonal attacks of 
keratitis are noted, especially in the 
spring; so photosensitization may have 


something to do with them. The author . 
quotes 
pital, who treated 54. patients with - 


Windeyer; of Middlesex Hos- 


X rays; these were applied to the 


’ eornea by. cross-fire in a total dosage 
. of 400r, given in four divided doses at — 


weekly intervals, This appears to be 
the most effective a available 
at present. 


Occupational 


H, Rattner (Indust. Med., May, 1953) 
states that. the most troublesome 
condition encountered in industrial 
dermatological practice is. that of 


--eczematous eruptions of the hands. 


“What may begin as a -mild contact 
dermatitis of the hands is not infre- 


quently aggravated by home remedies, - 


and then secondarily infected and 
treated with a drug to which the 
patient may be hypersensitive, with 
resultant widespread drug eruption. As 
a’ rule, most patients with hand eczema 
have ‘contact dermatitis, -eczematoid 
ringworm or nummular eczema. . The 


reeay gives a table in which are listed _ 


the. distinguishing features. Contact ' 
dermatitis woualte affects the dorsal 
surfaces of the hands and often the 
flexor surface of the wrists. The lesions 
are-erythematous, papular’ or vesicular, 
depending on the potency of the irritat- _ 
ing substance and the degree. to which . 
the skin reacts to that irritation.. From — 
repeated irritation, the skin may 


become indurated, thickened, pustular, 
crusted -or- moist. "Eczematoid ringworm 
attacks the palms rather than the 
~~ dorsal The lesions may. be: 


lesions on. the 


allergic “ia” type of reaction to. a focus 
of, ringworm in the feet rather than an 
infection due to autoinoculation. Lesions 
of the hands due to dysidrosis, identical 
clinically with the vesicular variety of 
ringworm, are encountered quite fre- 
quently. The lesions of: dysidrosis 
occur as deep-seated, discrete vesicles 
on the sides of the fingers and ‘on the 
palms in persons. with moist palms. 
They may occur as_a result of reaction 
to drugs, infections, foods, psychic dis- 
turbances or contact. with irritants, or 
occur without obvious cause. The third 
condition, -‘nummular eczema,/ is a 
particularly troublesome type of eczema 
dermatitis. It.appears most often on 
the dorsum of one hand in coin-shaped, 
rounded, . red,, well-defined, indolent, 
papulo-scaly - or - papular vesicular 
The above three conditions 


erythema multiforme, pityriasis rosea 
and lichen planus, which occasionally 
become eczematous when the hands are 
involved. The face, next to the hands 
and. forearms, is affected by more 
occupational irritants than is any other 

‘of the body. Contact dermatitis 
affects the eyelids particularly; these 
become red, scaly and swollen. If the 
dermatitis does not lessen in week-ends 
or in vacation from work, it would 
suggest that the irritant is encountered 
at home, perhaps in painting, in 
carpentry or in a hobby.. On occasions, 
contact dermatitis of the face must 
be distinguished from ordinary non- 
occupational diseases,.such as acne 
rosacea, seborrheic eczema and even 
lupus erythematosus. As a rule, acute 
vesicular eruptions are treated with 


cool wet dressings of boric acid solu- — 


_tion or aluminium subacetate,' papular 
‘eruptions with soothing ointments or 
creams, and erythematous eruptions 
with either créams or. calamine lotion. 


iaoniestd in Treatment of Cutaneous 


Diseases. 


F. E. Cormia,.M. J. Cosranto, L. P. 
Barker, C. T. Newson, E...W. WILson 
AND JEAN A. CRAMER (Arch. Dermat..& 
Syph.,. November, 1953) state that 


during the past year isoniazid (iso- 
nicotinic acid hydrazide) has been 


employed widely in the treatment of 
various types of systemic tuberculosis. 
This report gives observations on seven 


patients with lupus vulgaris, two with, 


scrofuloderma, eleyen with erythema 
induratum (Bazin’s disease) and three 
with papulonecrotic tuberculid. Twe 
patients are reported on in detail, Four 
“patients with sarcoidosis and one with 
the so-called rosacea-like tuberculid 
have been included.” Seven. patients 
with leprosy were treated and also 
~ eight with lupus erythematosus of the 
chronic discoid type. The daily dose of 
isoniazid varied: initially it was kept 


low (three milligrammes per kilogram | 
0-2 gramme). 


Later on, the dose 
was increased in some instances to 
1:2 grammes daily. The drug had a 
decidedly beneficial effect in all nine 
cases of lupus vulgaris and. scrofulo- 
derma. The response of tuberculid to 
‘therapy was poor in 11 cases and 
excellent in three. In three cases of 
lepromatous and one of intermediate 
the disease responded satis- 

after three to four months’ 
therapy. The drug was not 
of benefit in four cases of sarcoid, 


complex. Other. ocular concomitants 
must be distinguished from scabies, 
that from a practical _clinical ‘view- 
pressure dressings will 
2 relief to those persons who, in the |. 
Vascularized.. They heal readily with 
; the lecal use of antibiotics lethal for three of dermatitis herpetiformis, seven. EBs 
_-*. gtreptococci and with general adminis- sually cannot be recovered from of chronic discoid and one of chronic a << 


it was due to benign 
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disseminated lupus erythematosus. 
Doses of 0-2: to gramme daily were 
well tolerated. Reactions occurred and 
were troublesome when daily doses of 
0-8. to 1-2 grammes were given, but 


there was not a single severe toxic 


reaction. 


“Graneoidin” Ointment. 


G. Leste anp G. Harvey (Brit. J. 
Dermat., March, 1954) state that neo- 
mycin, an antibiotic- produced by 
certain strains of Streptomyces fradie, 
has been found by a. number of 
investigators to be particularly. suitable 
for the local treatment of skin affec- 
tions. Although’*neomycin is active 
against a large variety of bacteria, its 
activity against certain streptococci is 
less significant. For this reason an 
ointment containing both neomycin and 
gramicidin has recently been developed. 
The product, termed “Graneoidin” oint- 
ment, contains 2°5 milligrammes of 
neomycin and 0-25 milligramme of 


- gramicidin per gramme. This ointment 


was employed in the treatment of 105 
patients suffering from various infec- 
tions of the skin. These comprised 
impetigo contagiosa, sycosis barbe, 
infected nummular eczema, infected 
seborrheic dermatitis, infections of the 
eyelids, otitis externa and secondarily 
infected insect bites. No sensitization 
to “Graneoidin” ointment was seen in 
this trial. A satisfactory response may 
not be obtained in cases of sebor- 
rheeie dermatitis of the scalp. As there 
is, little likelihood that either neomycin 
or ‘gramicidin will be administered by 
mouth, there is no risk that the patient 
will be denied .important systemic 
therapy if sensitization occurs. 


UROLOGY. 


Treatment of Androgenic Hyper- 
function of the Adrenal Cortex. © 
C. V. Hopczs (J. Urol., September, 


1958) states that the management of 
the androgenital syndrome presents an 


intriguing surgical and endocrinological . 


problem. The purpose of this study is 
to contrast the efficiency of surgical 
and hormonal methods of controlling 
benign over-activity of the adrenal 
cortex in the androgenital syndrome, 
to present an attempt to suppress this 
syndrome in a patient exhibiting metas- 
tases from an edrenocortical carcinoma, 
and to point out a means of 
differentiation between benign and 
malignant adrenocortical hyperplasia. 
Three -female. patients with pseudo- 
hermaphroditism: due. to congenital 
adrenal. cortical hyperplasia were sub- 
jected to either partial adrenalectomy 
or hormonal (cortisone) treatment, or 


to a combination, of these procedures - 


in an attempt to suppress excessive 
secretion. of androgenic hormones. It 
was found that: cortisone therapy was 
more effective than, adrenalec- 
tomy in controlling the syndrome when 
hyperplasia of 
the adrenal cortex. Raised urinary 17- 
ketosteroid levels were promptly re- 
duced to normal levels. ‘Qn the other 
hand, cortisone therapy failed to sup- 
press metastases from an adrenocortical 

inoma in a patient exhibiting the 


-androgenital syndrome; the raised 17- 


ketosteroid levels were unaffected. The 
author states that this finding should 


be of value in differentiating benign 
hyperplasia of the cortex from malig- 
nant. growth. A brief period of 
cortisone administration . will _ tell 
whether the urinary 17-ketosteroid level 
is reducible or not, and may obviate 
the necessity for exploratory operation. 


“Transperitoneal Approach to the 


Lower Part of the Ureter. 


B. R. Spars ‘AnD J. W. ScHULTE (J. 
Urol., September, 1953) advocate a 
transperitoneal approach to the lower 
part’ of the ureter in secondary 
ureterotomy for the removal of 
recurrent calculi. They describe fully 
a most difficult case in which the 
recurrent stone in the lower part of 
the right ureter had a dense stricture 
of the duct just below it. All around 
this part of the ureter were dense, 
hard and extensive adhesions involving 
much of the nearby peritoneum. Owing 
to heavy infection a preliminary right 
pyelostomy was perfermed. After ten 
days the transperitoneal  uretero- 
lithotomy was performed, with removal 
of all scar tissue surrounding the 
ureter; ureterotomy with removal of 
the stone laid open the stricture. A 
second incision was made in the duct 
a little higher up, and through this a 
10F latex catheter was d down 
the ureter in a _ splint (intubated 
ureterotomy); a 12F latex catheter was 
passed up to the kidney as a further 
drain to by-pass the urine Both 
catheters, as. well as a tissue drain, 
were brought out. extraperitoneally 


‘through stab incisions. As an outlet 


for any urine that might seep into 
the - peritoneal cavity, a drain was led 
out from the recto-vesical pouch 
through the lower end of the laparo- 
tomy incision. The latter drain was 
removed after two days, and the extra- 


“\ peritoneal drain after the thirteenth 


day. The pyelostomy tube was taken 
out on the twenty-fourth day, and the 
ureterostomy catheters two days later. 
A review of the literature and of the 
difficult case presented here indicates 
the .value and relative safety of the 
transperitoneal approach in the surgery 
of ,secondary lesions of the lower part 
of the ureter. The antibiotics and 
adequate extraperitoneal diversion of 
urine make the procedure feasible even 
in infected cases. 


from. five to nineteen months. -In none 
of these ‘cases, if the patient was sub- 
jected to former radical.methods of 
treatment, would there have been any- 
thing but the prospect of death within 
a year or so. It is hoped by the authors 
that other urologists will give a trial 
to this new departure in this most 
desperate and disillusioning field of 
urological endeavour. 


Metabolic Studies After Bilateral 
Adrenalectomy, 


W. W. S. Butuer, J. T. Graywack, 
Cc. L. Ransom W. W. Scorr 
Urol., November, 1953) state that the 
cure of prostatic cancer continues to 
be one of the major problems in 
urology. Since the work of Huggins 
and his associates, many hundreds of 
patients have been treated by a comi- 
bination of castration and cstrogenic 
therapy. Pronounced improvement, 
sustained or unsustained, has been 
observed. A study of the 17-ketosteroid 
excretion in the urine by Scott and 
Vermeulen suggested that, following 
castration, a reduction occurred, fol- 
lowéd later by augmentation to a level 
twice that observed hefore castration. 
This suggested an extragonadal source 
of 17-ketosteroids: and androgen. This 
source was logically the adrenal cortex. 
In 1943 and 1944, Huggins and Scott 
carried out bilateral adrenalectomies on 
patients who suffered delayed relapse 
of their prostatic carcinoma. How- 
ever, replacement therapy, necessary to 
keep .these patients alive,. was not 
satisfactory until cortisone was avail- 
able. The authors have made special 
metabolic studies in two cases, and 
report that, though bilateral adrenalec- 
tomy must be reserved for .hopeless 
cases, it can be made a safe procedure. 
The patients are maintained on 25 to’ 
50 milligrammes of cortisone per day 
(given orally) in two divided doses. The 
acid-base balance remains in equi- 
librium at this dosage ‘when renal 


function is normal and the diet is . 


adequate and contains six grammes. of 
sodium chloride. DOCA is not usually 
required, Glucose tolerance is increased 
when the daily dose of cortisone is 25 
milligrammes. Estimation of acid and 
alkaline phosphatase indicated improve- 
ment in relation to the _ prostatic 
carcinoma in thé two cases under 


study. 


Massive Electrocoagulation of 
infiltrating Vesical 
Carcinoma. 


F. E. B. Forey, E. J. Ricwarpson, 
W. MuLvANEy AND Victor (J. Urol., 
September, 1953) state that total cystec- 
tomy for carcinoma of the bladder has 
not increased the percentage of 
permanent cures, and _ uretero-sig- 
moidostomy leaves many of the 
patients “electrolytic invalids’. The 
most desirable surgical treatment of 
infiltrating carcinoma of the bladder 
should , eradicate the neoplasm and 
preserve normal bladder function as 
nearly as possible. The authors pro- 
pose a method of massive electro- 
coagulation which has to be combined 
with ligation of the vena cava in order 
te prevent pulmonary embolism from 
heat coagulation of blood in the large 
veins lying near the bladder on the 
affected. side. The method has been 
tried out in ten cases of the most 
severely malignant types of infiltrating 
carcinoma, hut without any demon- 
strable metastases. Six have survived, 
the- intervals after treatment being 


Ureteric Complications of Regional 
Enteritis. 


H, C. Haruin (New York State J. 
Med., January 1, 1954). states that.'the 
urologist must consider regional 
enteritis as an underlying zxtiological 
agent\in any case of atypical, ureteric 
obstruction, narrowing filling defect or 
displacement without evidence of hydro- 
nephrosis or hydroureter, and in any 
recurrent case of retroperitoneal 
abscess or vesico-enteric fistula. The 
portion of ureter most frequently 
involved is about the crossing of the 
iliac vessels on the right side. Left 
ureteric involvement is rare, but when 
it occurs it is usually in the lower third 
and is secondary to large bowel per- 
foration. When such a type of ureteric 
obstruction occurs, the bowel condition 
requires primary treatment;, then the 
urinary. complication will disappear. 
When a retroperitoneal abscess is 
present, its evacuation is the first con- 
sideration; the underlying bowei lesion 
is managed at a later date. 
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@pecial Geticte. 


"A FIFTH MEDICAL SCHOOL. 


Tue decision of the University of Adelaide not to accept 
any more Western Australian students for teaching in the 
clinical years after 1956 draws attention’ to what is 
essentially a national problem in medical education—the 
enormous burden in numbers of students which is being 
placed upon. the .existing medical schools, and, affecting 
particularly Western. Australians, the maldistribution of 
students between the schools of the several States. Whereas 
in Great Britain or in the United States a young man of 
moderate means may achieve the ambition of completing 
the study of medicine in his own Province or State, in 
Australia the sons of Western Australia and Tasmania call 
upon their parents to make very considerable economic 
Now that Adelaide has 
closed this door, for the laudable reason of wishing to avoid 
the probable lowering. of teaching standards which over- 
crowding engenders, the plight of Western. Australia is 
considerable, for it has been to South Australia that most 


_ students have turned once they had completed their first: 


‘pre-clinical year in the local university. 
The answer to the impasse is, of course, the establishment 


of a médical school in Perth, Western Australia. Although 


there is evidence that leaders of the medical profession in 


the State, and teachers of the biological sciences in the. 


University of Western Australia are more than. willing~to 
accept in collaboration the responsibility of creating a fifth 
medical school, the problem extends far beyond the realms of 
State polftics—it is a British Commonwealth problem as far 
as the General Medjcal Council is concerned with the impor- 


tant’ consideration of reciprocity of medical qualifications, . 


and a Federal problem as far as the highly important matter 
of finance is concerned. Before any State or Federal 
administration is likely to contribute towards the initial and 


recurring ,expenses of a fifth -school universal agreement 


that its establishment is necessary is prerequisite. 
Overproduction. 


‘eet: ‘seebe is no denying that doubts on: the matter of 
overproduction have been expressed. There is, on the one 
hand, an influential “earthly paradise” school of thought 
which says in effect: “Why on earth do you want to inflict 
the paraphernalia of professors, laboratories, and 
standing committees, and research on this happy sun-soaked 
community?”—an attitude of intellectual negativism. which 
Professor Toynbee would have attributed to the influences 


- of a relaxing climate and soft living; on eon other hand 
' voices of the statistically minded administrators of cautious 


temperament uphold that Australian medical schools are 
already producing too many doctors, In October, 1953, Sir 
Hugh Poate published some observations in this journal 
“On the Capacity of the Medical Profession of Australia to 
Absorb New Members”. On the basis of estimates of the 
anticipated expansion of the population of Australia and 
of the number of new: graduands [sic] leaving medical 
schools Sir Hugh arrived at the conclusion that “in Aus- 


tralia. the position at present is that our own Medical Schools 
are providing. a surplus. of doctors for the needs of the 


population under existing conditions, and the inflow of oyér- 
seas medical men is aggravating the position”. . Accepted-at 
its face value this statement is substantially. correct, 


‘although it does read rather like the report of an automobile 


gales manager reporting on saturation of the market. with 
the mass produced product of ‘his firm, Potential over- 


' growding of the medical profession in the United Kingdom 


also has been commented on: editorially in The Lancet of 
April 18, 1958. .To those unconcerned with the intellectual 


\ ‘ealibre of medical graduates, or unfamiliar with the problems 


facing Western Australian students, Sir Hugh’s observations 
would imply that advocates of a fifth school are set on 
plunging the nation. into extravagant. overproduction. : 


This, of Gourse; is not the case. In truth the harassed 
professorial s of the four medical schools would. be 
happy to limit numbers of students, as Adelaide has done, by 
requesting Western Australia to make other arrangements, 
or by limiting by selection of the first year intake, in answer 
to Sir Hugh’s warning of the dangers of overproduction. 
But this in no way alters the facts of the case that in 
Western Australia approximately twenty to thirty new 
doctors each year are required to satisfy the needs of the 
population, and that it is desirable from every point of view 
that most Western Australians ‘should receive their 
university education in their own State, relieving the burden 


now imposed on Adelaide to the greatest extent, and’ on_ 


‘Melbourne to a lesser degree. In the United Kingdom the 
editor of The Lancet did not suggest .that-because of the 


» threat of production of too many doctors the Medical Schoo! 


of the University of Durham, for instance, should shut up 
shop—indeed, if there. was no northern medical school there 
would have to be one despite overproduction, for the reason 
that Tyneside is an active cultural centre in which reside 
and practise doctors wishing to teach and numbers of 
tr who could not teadily go elsewhere, anxious to 
earn. 


The Necessity. 


This, then, is the most compelling reason why the estab- 
lishment of a fifth school in Western. Australia is a matter 
of immediate urgency. In a State ‘of over 600,000 people 
there will be each year at least thirty or forty young men 
and women seized with the burning ambition to become 
doctors. The closing of the doors of other universities 
produces an intolerable situation of discrimination in higher 
education as between the States. 


The Cultural Necessity. 


The concept of a Western Australian Medical School is 
by no means new—it has been mooted since 1945, indicating 
that internal pressures are at play urging the acceptance 
by the’ medical profession of the dignified role of teachers. 
Western Australia, a late starter at the barrier, is going 
through the same phase of cultural development as that 
which occurred in Victoria and New South Wales in the 
1890’s, South Australia in the 1900’s, and Queensland in. the 
between war years. Since 1945 population expansion has 
been rapid: from 1948 to 1952 the population in Western 


- Australia increased by 138%, compared with 8% or 9% in 
By 1990 it is estimated’ that 1,000,000° 


the eastern States. 
people will reside in Western. Australia. Economic self- 
confidence has increased. among both wage earners and 
those in search of outlets for investment. and is likely. to be 
sustained for some time to come by the mention af the 
word “oil”. Among the medical profession the opportunity 
of foreign travel and post-graduate study has produced a 
generation of men with a less insular viewpoint than in 
former years.- The delay in applying advances in medicine 
overseas to practice in Western Australia has been reduced 
from years to months. Scholastic contacts between men 
in Western Australia and the eastern States and Great 
Britain and America are being forged. From being a dull 
affair of empirical daily practice there is evidence of a 
quickening of enlightened interest and inquiry in medicine. 
It is in this renaissant atmosphere that medical schools 
throughout the western world have had their origins; each 
Australian will recall the origins of his own school, while 
the author casts his mind on a very small group of 
enthusiastic practising doctors in the middle of the nine- 
teenth century in the North of England who so felt the 
urge of wanting to teach a band of young men who, wanted 
to. learn that they began to do so in a small. grimy 
hospital by the banks of the river: which symbolized the 
cultural unity. of Tyneside. Their efforts bore ripe fruit, 
Rutherford Morison, Grey Turner and Sir James Ppenioe. 
and men educated by them, justifying the enthusiasm and 

labour of Ahe far-seeing founders. 


The Opportune 


There comes a time in the growth and expansion of any 
community when the moment is opportune for the establish- 
ment ofa medical faculty. within the parent university. 
When the pressure of population expansion becomes con- 
siderable, when a good hospital is. anxious to raise its 
prestige, when a desire to improve standards of medical prac- 
tice prevails, when interest in research and academic medicine 
quickens—the coexistence in time of these forces carries a 
dynamic appeal. However, this psychological moment is not 
sustained indefinitely; procrastination may blur the, clear 
vision. _ The: groups likely to benefit by the advantages of 
integration ‘within a university then become. restive and 
begin to expand in their several directions, at a cost, be it 
noted, far ‘exceeding the costs of university integration. 
Individual units. within the hospital seek endowment from 
government and private sources; the biological sciences 
within the university. grow apart from the clinical 


disciplines; the preventive health services absorb finance 


without acceptance of the role of: public educators. The 
highly .qualified leaders of the clinical, biological and pre- 
ventive health disciplines are forced, against their will, into 
a state of economic competition which time will render 


‘more difficult to efface. Medicine faces the danger then of 


becoming a-rather poorly manufactured crossword puzzle, 
the pieces of which fit rather badly, and many of. which are 
missing. Facilities for the sharing of ideas—*inter- 
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disciplinary communications’—lessen with increasing com- 


partmentalization. The clear-minded face frustration. Those 


' who ‘derive pleasure in teaching waste in isolation. All hope 


ed, and Rega State faces an endless future of 


The creation of a medical faculty is like the phenomenon 
of a solar eclipse, the observation of which depends on the 
coexistence of temporal, geographical and meteorological 
factors. If the occasion of recording the phenomenon is 
missed then the. opportunity .will not arise for many, many 
decades, .In Western Australia the feeling that now is the 


- opportune moment for the creation of a medical faculty 


runs high, but the fear that apathy in other quarters and 
difficulty in raising the requisite funds may prejudice the 
implementation of the idea is a source of keen anxiety. 


The Educational Necessity. 


Implicit in statistical. considerations of the relation of 
number of graduates produced annually to estimated State 


and Federal population is an attitude of mind that medical - 


education is an affair of assembly: line production, each 
product receiving the maker’s stamp on leaving the factory. 
It is noted that, for.example, Sydney produced approximately 
300 graduates in 19538. It is questionable whether the 
quality of university education received by undergraduates 
under such conditions of gross overcrowding and over- 
production can be very high; under these conditions a 
medical faculty-may become an institute of medical tech- 
nology rather than a university. It is presumably the 
motive of reducing numbers in an endeavour to return to 
the principles of guidance of the individual student that has 
led the University of. Adelaide to take the step under dis- 
cussion. 

Thoughtful men who have the best interests of medicine 
at heart are extremely worried at the complex problem to 
be faced in medical education—how can the load of increased 
factual information which custom demands should be dis- 
pensed to students be combined with the training of 
character and critical thinking which ought to be the main 
contribution to the student of the university environment? 
Up to date: the tendency has been to concentrate upon the 
former at the expense of the latter, a fundamentally anti- 
intellectual inclination which has been accelerated by the 
conditions of student over-population which have obtained 
in most British Commonwealth medical faculties since 1945. 
In the production of noble men and women as doctors, the 
reputation of Australia is at stake. The issue is not therefore 
only a question of numbers and frequency distributions, 
but of human quality. ‘ 

At some stage in.the evolution of the modern medica 
school sight has been lost of the fact that it is part of a 
university and has therefore a contribution to make to the 


‘cultural life of a student as well as-to offer vocational 


technical instruction. Perhaps it is that teachers are too 
busy—the professor with his administrative problems and 
his personal research, and the clinician with his practice—to 
do other than dispense facts to his students, who by virtue 
of their numbers must remain largely anonymous. . 


A great challenge would be faced by: a medical faculty 
in Western Australia: in addition to merely filling a breach. 
an attempt to solve. some of the thorny problems of 
university education could be made, for which lack of 
previous. tradition and rigid custom could be a distinct 
advantage. The number of students accepted into the course 
would be limited, and there would be some assurance that 
ambition and personal qualities fitted them for a medical 
career. An attempt to preserve an equable balance between 
science and the humanities’ during the early years could be 
made. An integration of functional anatomy with physiology 
and biochemistry could be effected during the immediate pre- 
clinical years. The sharp separation of pre-clinical and 
clinical subjects could be bridged. In the hospital years 
the clinico-pathological marriage could be made harmonious 
and fecund; and the essential holism of clinical knowledge 
could be demonstrated, in which social medicine and 
psychiatry are presented as facets of the wider study of 
human ecology. Of even greater importance than design 
of curriculum is the opportunity to return, in a small school, 
to the intimacy and personal warmth and influence of the 
small tutorial group. ; 


Conclusion. 


The argument would appear to be unanswerable—popula- 
tion expansion, economics, the crisis in medical education, 
and internal pressures within the State itself, make the 
establishment of a medical school in. Western Australia more 


than merely desirable; they make it an urgent necessity. 


Capital cost is the bogy which scares legislators. They 


must ‘derive assurance from the fact that there are those 
who believe that the ideal of university is of greater worth 
than bricks and mortar, that the problem of adupting local 
buildings and hospitals is not insuperable, and vhat costs 
need not be astronomical. : 
. Bric G. SAInrT, 
: Perth, Western Australia. 


Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


THE BAD EFFECTS OF A SHORTAGE OF WATER ON 
A LONG VOYAGE. ' 


{From White’s “Journal of a Voyage to New South 
Wales’’.*] 


July, 1787, 


“THe wind continuing adverse and the fleet making little 
progress in their voyage, Captain Phillip put the officers, 
seamen, marines and convicts on an allowance of 3 pints of 
water per day (not including a quart allowed each man a 
day for -boiling pease and oatmeal); a quantity scarcely 
sufficient to supply that waste of animal spirits the body 
must necessarily undergo in the torrid zone from a constant 
and violent perspiration and a diet consisting of salt pro- 
visions. Necessity however has no law in this instance as 
in every other; and I am fully persuaded the Commander 
acted on this occasion from the best of motives and >for 
the good of the whole. Were it by any means possible, people 
subject to long voyages should never be put on a short 
allowance of water; for I am satisfied that a liberal use of 
it (when freed from the foul air and made sweet by a 
machine now in use on-board his Majesty’s navy) will tend. 
to prevent a scorbutic habit as much, if not more, than 
anything we are acquainted with. My own experience in 
the navy has convinced me, that when scorbutic patients 
are restrained in the use of water (which I believe is never 
the case but through absolute necessity) and they have 
nothing to live on but the ship’s provision, the surgeons 
necessaries being ill chosen and very inadequate to the wise 
and salutary purposes-for which the government intended 
them, all the antiseptics and antiscorbutics we know of will 
avail very little in a disease so much to be guarded against 
and dreaded by seamen. In one of his Majesty’s ships I 
was liberally supplied with that powerful antiscorbutic 
essence of malt; we had also sour kraut, and besides these, 
every remedy that could be comprised in the small compass 
of.a. medicine chest; yet when necessity forced us to a short 
allowance of water, although, aware of the consequence, I 
freely administered the essence etc. as a preservative, the 
scurvy made its appearance with such hasty and rapid 
strides that all attempts to check it proved fruitless until 
good fortune threw a ship in our way who spared us a 
sufficient quantity of water to serve the sick with as much 
as they could’ use and so increase the ship’s allowance to 
the seamen. This fortunate and very seasonable supply, 
added to the free use of the essence etc. which I had before 
strictly adhered to, made in a few days so sudden a change 
for the ‘better in the poor fellows who had been covered ~ 
with ulcers and livid blotches that every person on board 
was surprised at it; and in a fortnight after, when we got 
into port there was not a man in the ship, though at the 
time we received the water, the gums of some of them were 
formed into such a fungus as nearly to envelope the teeth, 
but what had every appearance of health. 


Correspondence, 


‘ACUTE OSTEOMYELITIS. 


Sir: The “Current Comment” of May 29 in this journal on 
the subject of acute osteomyelitis would seem to advocate a 
policy of early operation in the treatment of these cases, 
when théy are in the hands of those not commonly faced 


1From the original in the Mitchell Library, Sydney. 
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operation plus later evacuation of a subperiosteal abscess or 
occasionally sequestrectomy. I know of no: pediatric surgeon 


in this State who supports the Pras of early interference, : 


and the risks of this in ely, increased 
interference with the blood mani of the bone and the pos- 
sibility of introduction of antibiotic-resistant organisms— 
surely must make it a method to be avoided. 


137 Macquarie Street, 
Sydney, 


Dbituary. 


ADDIE WALKER. 


We have received from Dr. Phyllis Anderson the following 


appreciation of the late Dr. Addie Walker. 


Addie Walker was born in Charters Towers, Queensland, 
‘spent some. of her childhood in Thursday Island, and 
came to Kambala, Rose Bay, to complete her éducation for 
matriculation. She entered the Faculty of Medicine in the 
University of Sydney in 1921, graduating with second-class 
’ honours and the Berne prize for proficiency-amongst 
women students in 1926. Her resident years were spent at 
Royal Prince Alfred Hospital, at the Royal Hospital for 
Women, Paddington, and at the Children’s Hospital, Camper- 
down; and it was during this time that she first became 
. aware of her heritage of hypertensive arteries and deter- 
mined that her life should be crammed full and brimming 
_ Over so long as she could make it so. 


A year’s post-graduate study in England was followed by 
a short excursion into clinical pathology, but it became clear 
- to her that she wanted to work amongst patients, not the 

_ specimens of their: disease, and in 1982 she began general 
practice in Rushcutters Bay in an old house, now demolished, 
Wereten Brest, tree which 
address she practised for twenty years. 

She was appointed almost immediately to the honorary 
staff of the Rachel Forster Hospital, and played her 
part in the growth and development of that institution with 
all the energy and enthusiasm of ‘which she was e.. 

She served also on the out-patient staff of the Women’s 

» Crown Street; and the Royal Prince Alfred Hos- 

1932 to 1946. In 1939 she passed the examination 

~ membership of The Royal Australasian College of 

ysicians. She was President of the Medical “Women’s 
Gontety of New South: Wales in 1941 and 1942. 


In 1950 she spent another year in England in post -graduate 


fully aware now of the penalties in store for her, and 


study, 

in 1952 she relinquished practice and cooperated loyally in 
the regimes to her by her colleagues in an attempt 
_to restore her to an active life. It was not to be, however, 
' and she died of a cerebral hemorrhage on April 20, 1954. 


medical practitioner, but it says nothing of the — her- 
self. Addie was, above all, a loyal friend, a clear-thinking 
and straightforward person who loathed subterfuge, pretence 

~or_ affectation of any kind. Her patients became her friends 
and continued as such, and her straight speech, though on 
occasions causing antagonism, usually was justified, 
- later valued at its true worth. Life’s responsibilities were 
heavy for her, in that her mother suffered a long and 
incapacitating illness and her only brother died suddenly, 
leaving a widow and three children, who shared her home 
-almost the whole of her practising life; but her interest in 
the childrén and -their development, although often pro- 
- @uctive of worry, was more than adequate reward for her. 
She.was widely read. and loved pictures, old furniture and, 
in>the latter years, music. She was gay and witty, and her 
\ clothes sense was the frank envy of many of her colleagues. 
She always looked smart and well groomed and revelled in 
the knowledge. Her motor-cars were a source of great 
entertainment to her friends; her mind was on her destina- 
tion and never on the means of getting there, and her cars 
needed. constant attention. She was once to say,’ 


- In the last two years of her life, the beneficial effects of 
operations performed in 1944 and 1945 by the late Dr. Gilbert 
Phillips failed to continue; she endured much, and the effort 
produced far-reaching changes which were a great grief to 
her close friends. One thing, however, she never lost, and 
that was her invincible courage, hope for the future and 
determination that, if it was in the least possible, she would 
return to work. 

. We grieve for her passing, “and we shall not forget. | 


Dr. Mary C. Puckey writes: The death of Addie Walker, 
on April 20, after a long illness, brought to a close a difficult 
life lived with courage and dignity. As senior physician at 
Rachel Forster Hospital, her help and advice were sought, 
and given, on numerous occasions. Often one felt the 
physician being more in need of help than her patient. In 
spite of years of indifferent health, Dr. Walker never allowed 
this to interfere with her. activities. Outspoken in her 
opinions, often to an embarrassing degree, such was r 
honesty and integrity her friends were numero 


us, especially 
among her patients. Rachel Forster Hospital appreciated 


her as a phyaroen. and an individual. | 


GEORGE HENRY WALTON SMITH: 


Tue following appreciation of the late Dr. George Henry 
Walton Smith has been contributed by .an old friend who 
wishes to remain anonymous. 

In the medical profession there happily: still exists a fairly 
’ broad field for the useful work of men widely different in 
type, knowledge and natural bent. Even the close and often 


, too early devotion to one small section has left, not yet 


“Well, my brakes ~~ never any good, and if the car ahead . 
pulls. up suddenly, of course, I bump into it”, and as she . 
‘physics were. bound 


_to operate. 


extinct, some admirable exponents of that type of medical 
practice where devotion to duty and a real personal influence 
find: expression in the labours and activities of the general 
practitioner. Men who spend long days of labour and nights 
devoid of ease and so gain the trust and affection of all 
classes who ‘have the good fortune to be cared for by such 
men—men who are honest, capable and the trusted friends 
as well as the medical advisers of their patients, they were 
in truth real doctors. Of-such is the subject of this little 
appreciation—Harry Walton Smith. 

Walton Smith was a native of Sydney; he was born in 
1868 and died there at the age of eighty-six years. His 
forebears were of good and old © English stock, who settled in 
New South Wales over one hundred years ago, and in Sydney 
he received his general education. As he showed a strong 
inclination for chemical studies, he was duly apprenticed to 
a firm of chemists, where he worked, and took with honours. 
the certificates of the Pharmaceutical Society of New South 
Wales. This exercised a great effect on his subsequent 
caréer 


. Few doctors then, and I fear almost none now, possessed 
the intimate knowledge of drugs and their correct use and 
combinations. Walton Smith could indeed write a perfectly 
balanced prescription, sensible and suitable for the times and 
correct practice of those days. There were no incompatibles 
in them, and no surprises for the patients, who sométimes 
took home their bottles of physic which exploded under the 
influence of an unwise presence of incompatibles, such as 
bicarbonate of soda and an acid. 

After several years spent in pharmaceutical work Walton 
Smith went home to study medicine, and finally obtained 
the qualifications for registration as a medical practitioner. 
With industry, Common sense and a keen clinical’ wisdom, 
he rapidly gained a large circle of patients, and saw, I . 
suppose, thousands of people from their birth to the end of 
‘ their passage through this difficult -world trusting him in 
their sicknesses. He never tried to get on the staff of the 
big general hospitals, which became after 1883 the teaching 
centres in New South Wales. As he began, he re to. 
the time of ‘his retirement a general practitioner, honest, 
upright, sensible and competent. 

Often indeed, after meeting him in consultations, did I 
think of Samuel Johnson’s poem in honour of such as Walton 
‘Smith, on a general practitioner of the eighteenth century, 
one “Robert Levet a Practiser in Physic”: 


When fainting nature” call’d for aid, 
. . And hourly death prepar’d the blow, 
His vigorous remedies display’d; 
The power of art, without the show. . 
No summons mocked by chill delay, “iy 
No petty gains despis’d by pride, : 


sf , The modest wants of every day, 
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A fine eulogy on a fine doctor; and here was another not 
dissimilar. 


After long peaird, of successful practice a time came when 
he felt justified in calling a halt to his strenuous hurried 
life. There are several ways of doing so: by a gradual 
easing off from the hunted life of a successful general 
practitioner—just a petering out by “lysis’”—or just leaving 
his job and: retiring—thus finishing an active career by 
“crisis”. He did the latter, and with his family went to 
Europe in 1920 for several years, largely spent in France. 
In these later years he did not rust out but kept his mental 
activities active in various ways to the end of his well-spent 
life, for he did not forget his public duties as a good citizen 
at any time. 


Walton Smith’s kindness and thoughtfulness towards 
children were exemplified as far back as the year 1900, when 
he had a stand erected in front of his home in Oxford Street 
(at no small cost), to enable people to witness the Common- 
wealth procession. The proceeds from this amounted to a 
sum of between £60 and £100, all of which was donated to 
the Royal Alexandra Hospital for Children, Camperdown. 


As a token of esteem to Walton Smith the sum of £30 has 


been given to this hospital since his death. 


In the 1899-1903 South African war he took military duties 
with the rank of temporary major, and was actually, for a 
time, acting principal medical officer in Sydney, in charge 
of the Garrison Hospital and responsible for the supply of 
medical necessities to our troops in South Africa. An 
amusing story concerns this period. In Dr. Walton Smith’s 
home a cook and a “general” were employed, and during 
the doctor’s absence, Colonel McKenzie, Commandant at the 
Barracks, telephoned, asking whether he could speak to the 
Major. To his inquiry a voice replied: “No, the major is not 
in now, but it’s the general speaking.” Later the Com- 
mandant wanted to know how he came to be entertaining 
the General. 

He also served on various boards and institutions con- 
cerned with the medical welfare of the public and was 
chairman of the Eastern Suburbs Medical Association. He 
lectured to and examined students in pharmacy at the 
Technical College, a job he was specially fitted to do. At 
the end of the Boer War he retired from military duties 
with the rank of major and the special commendation of 


‘Colonel Mackenzie, the Commandant Officer at Headquarters 


in Paddington. 
If it be given to few, just a radiant few, to shine as 
investigators or pathfinders, or as brilliant hospital teachers 


. of medicine and surgery, it is pleasant to think of the modest 


labours and useful and successful life of a “real doctor” 
such as Walton Smith, who was a good man, a good doctor 


‘and a useful citizen. I hope his type will survive, and not 


become éxtinguished by the trend of unwise social legislation 
or any fierce and narrow specialism. 

‘Walton Smith ‘married Miss Roberta Black, the niece of 
the late Professor Sandes, who, with their two children, 


survives him, as does his brother Percy Walton Smith, well 
known to many of the profession as a pathologist and an 
outstanding musician. 

In later years his sight failed very badly, and he became 
deaf—sore trials indeed, but mitigated by the devotion of 
those about him. Yet these sore inflictions were endured 
“with a decorous fortitude’, an example of sustained 
patience which prompted the respectful admiration of 
various people, much less afflicted, who “did not hold their 
peace, and make no sign”, as did Harry Walton Smith. 


CLEMENT BARRY CROSBIB. 


CLEMENT Barry CROosBIE was born at Hawthorn in Victoria 
on March 5, 1901. He was educated at Xavier College 
(1910-1917) and the University of Melbourne (1918-1923), 
where he was admitted to the degrees of M.B., B.S. After 
some hospital service and work as a locum tenens he went 
to Brinkworth in South Australia, where he remained until 
his death on March 6, 1954. In 1927 he married Margaret 
Betts Darby, of Kingswood. 

Throughout his life he had two main interests: the care 
and welfare of his patients and the playing and encourage- 
ment of sport in all its forms. In his younger days he was 
a’keen cricketer, footballer and tennis player. In his later 
years the energy formerly given to playing: was transferred 
to the promotion and encouragement of sport in schools and 
in all the towns within and surrounding his practice. He 
also took a lively interest in all the town’s communal 
activities; he was for many years chairman of the School 
Committee and served on the Institute Committee, Repatria- 
tion Committee, Brinkworth Trading Society and many other 
committees, as well as being President of the Broughton 
Football League. There was no public body in the town 
which did not at some time have the benefit of his support - 
and advice. A member of the Roman Catholic Church, he 
gave the same service and devotion to church matters as 
he gave to all his other. activities. 


However, over and above his love of sport and his interest 
in all community affairs was his concern for the*health and 
welfare of all the people in his town and district. He was 
available to them whenever and wherever he was needed. 
During the war years, with the consequent shortage of 
doctors, his area of activity, which already included the 
towns of Brinkworth, Blyth, Koolunga and Yacka, was 
extended to include Snowtown and Gulnare; and despite the 
increased calls on him, his work and service were still given 
as untiringly and cheerfully as before. The-high regard in 
which he was held was shown when a few years before -his 
death sufficient money was subscribed by the residents of 
the district to purchase him a new motor-car. His funeral, 
which was the largest ever seen in the district, was attended 
by some twelve hundred people. He is survived by his , 
widow and four children. ‘ 


GEORGE ARMSTRONG. 


“residents” of the early years of this 
century will recall the bright period of gynxcological surgery 
carried out in the new “Want Memorial Theatre” by the 
three surgeons, Ralph Worrall, George Armstrong and 
Cedric. Bowker. This trio taught their art to. many 
“residents” and set a standard which is remembered by 
all who came under their influence. The last of the three, 
George Armstrong, died at his home “Winderadeen”, Col- 
lector, New South Wales, on March 3, 1954, at the age of 
eighty-five years. On his retirement from practice, George 
Armstrong sought the quiet country life of his grazing 
property and was not often seen by his erstwhile associates. 


George Armstrong went to school at Scotch College, Mel- 
bourne, and studied medicine at the University of Melbourne, 
being resident at Ormond College. He did not remain in 
Victoria, however, but went to Sydney where he served ‘as 
resident medical officer at Sydney Hospital in 1892-1893. He 
continued to serve the hospital from that time onwards, as 
medical superintendent from 1893 to 1896 and then in the 
gynecological department. In those days a medical superin- 
tendent who had served the institution well was often 
elected to the honorary staff if he showed any inclination 
for or proficiency in a branch of the hospital’s activities, 
George Armstrong was honorary gynecological surgeon at 
Sydney Hospital for twenty years. He was also elected to 
the honorary staff of the Royal Hospital for Women, 
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Paddington. On his reaching. the age limit for active Mission.. He was also closely connected with the Highland. 
honorary service he became honorary consulting gynm- Society of New South. Wales and also served on the board 


cological surgeon. to both institutions. In his surgery he 
excelled at what has been called the “roast and boiled” of 
gynecological practice; he did not often engage in the 


extensive excisions for malignant disease favoured by other — 


surgeons. He was quick in his work, gentle in his manipu- 
lations and, most attentive to his patients. In the operating 
theatre he was unfortunately sometimes brusque and the 
nursing staff became alittle afraid of him and could not 
always give of their best. His anesthetists had to be up to 


the mark, but. he was not impatient with them. In the | 


sphere of private practice he did well. He had a reputation 
in the business world as a keen and wise investor, but in 


his dealings with patients he could be most generous, and 
often was. Over and over again he would send some unhappy 
'- woman to a private hospital and charge no fee for what he 

* did; if she happened to come from Scotland he was the 
5 happier and did not hesitate to say so. 


George Armstrong was a member of the British Medical 


‘Association; he served on the Council of the New South 
Wales Branch from 1910 to 1926 and was president in 1915- 
1916. He was honorary treasurer for a short period in 1915 


and acting honorary treasurer in 1923-1924. He was, in 1917, 


* representative of the New South Wales Branch on the State 
Medical War Committee (Disablement Subcommittee of the 


State War Council) and he acted later as Branch repre- 


sentative on the Vocational ‘Training Committee of the 
Repatriation Department. When the Australasian Medical 
Publishing Company, Limited, came into being in 1913 he 
_ Was interested in its well-being and in 1925 he became one 
of the members of the company representing the New South 
- Wales Branch. He remained a member until 1934. He was 
most helpful in the extension of the company’s activities from 
the old premises of the New South Wales Branch in Elizabeth 


Street to the present site in Seamer Street, Glebe, and at~™ 


annual meetings of the company gave much shrewd advice. 
He was senior elder of Saint Stephen’s Church in Macquarie 
Street, Sydney, having served as elder for nearly sixty 
‘yedrs. He was a generous benefactor of the Church and 
. gave money also to the War Memorial Chapel. Fund of. the 
Scots College of which he was a Foundation Councillor; 
at the time of hig retirement he was the vice-chairman. He 
was a regular and generous. supporter of the Sydney City 


terminated, . dated 2nd April, 


appointed 


of the Young Men’s Christian Association. * 
by his wife, one son and a daughter. ~ 


He is survived 


Paval, Bilitary anv dir Force. 


oy rs. 


Tue following appointments, changes et cetera have been 
promulgated in the Commonwealth: of Australia Gazette, 


Navan Forces or THE 
Naval Forces of the 
. (Sea-Going Forces). 


Promotion Lieutenant John Roger McNeill: is 
promoted. to the rank of Surgeon Lieutenant-Commander, 


dated 10th ‘Aprit, 1954, 


Termination . of. Appointments,—The appolsitments of 
Martin Desmond Begley and Wolfe Kildare Milton. Colston 
Watkins as Surgeon Lieutenants (for Short Service) are 
1954, 30th 1964, 
respectively. 

Citizen Forces of the 
Royal Australian Naval ‘Reserve. 

Appointment.—John Héaton Simpson (Surgeon Lieutenant- 

one Royal Australian Naval Volunteer Reserve). is 
Surgeon Lieutenant-Commander, -with 
rank ed iith July, 1951, dated 15th March, 1954. 


Royal Australian’ Naval Volunteer 
Promotion.—Surgeon Lieutenant Roland George 
is promoted to the rank .of Surgeon Livatenant-Commander, 
dated 20th: September, 1953, 
Resignation.—The resignation of ‘Stephen Creighton’ Suggit 
of his appointment as Surgeon Commander is accepted, dated 
1954.—(Ex. Min. No. 29—Approved 2ist May, 


AUSTRALIAN MILiTary FORCES. 
Australian Regular Army. 
Royal Australian Army Medical Corps (Medical). 


The regimental seniority and service for purposes of pro- . 
motion of 3/40054 Captain J. H. Cater on appointment to 
the Australian Regular Army is prescribed as effective from 
1st March, 1948. 

Captain (Temporary Major) J . Cate: 

F3/423 Honorary Captain J. from the 
Reserve of Officers, and to be Captain, 5th April, 1954, with 
a Short Service Commission for.a period of one year.—(Ex. 
Min. No. 86—Approved 21st May, 1954.) 


Citizen Military Forces. 
Northern Command: First Military District. 
Royal Australian Army Medical Corps (Medical) —To be 
Captain (provisionally), 17th March, 1954: F1/1017 Mary Rae 


whe provisional rank of 1/39132 Captain I. S. Holle is con- 
firmed. 


1954: 3/4064 


. astern Command: Second Military District. 
Royal Australian Army Medical Corps (Medical):—2/57599 
Captain -(provisionally) J. F. Parle relinquishes the pro- — 
visional rank of Captain and is transferred to the Reserve 
of Officers (Royal Australian Army Medical Corps (Medical) ) 
(2nd Military District) in the honorary rank of Captain, 28th 
January, 1954. ; 
2/127044 Captain (provisionally) K. L. Collins relinquishes 
the provisional rank of Captain, is transferred to the Reserve- 
of Officers (Royal Australian Army Medical Corps (Medica!)) 
(2nd Military District), and is granted the honorary rank of 
Captain, 11th March, 1954. To be Captains (provisionally): 


.2/127048 Donald McDonald, 3ist March, 1954,:and 
Douglass George ; 


2/146604. John Mackay Verge, 2/146605 
Seaton and 2/67299 Peter Alan Stanton-Cook, Ist Seite 1954. . 
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Southern Command: Third Military District. 

Royal Australian Army Medical Corps (Medical).—To be 
Captain (provisionally), 11th March, 1954: 3/101026 John 
Walter Carre Riddell. 

Central Command: Fourth Military- District. 

Royal Australian Army Medical Corps (Medical).—To be 
Major, 30th March, 1954: 
Major) G. W. B. Aitke en, 

Western Command: Fifth Military District. - 
' Royal Australian Army Medical Corps (Medical).—To be 
Captain:* (provisionally), April, 1954: 5/26525 John 
Benson.’ 
Tasmania Command: Sixth Military District. 

Royal Australian Army Medical Corps (Medical).—6/15412 
Captain (provisionally) A. J. Stubley relinquishes the pro- 
visional rank of Captain and is transferred to the Reserve 
.of Officers (Royal Australian Army Medical Corps (Medical) ) 
(3rd Military District) in the honorary rank of Captain, 12th 
March, 1954. 

Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps (Medical), 

1st’ Military District—To be Honorary Captain, 15th 
March, 1954: James Bleakley Hemsley. 

2nd Military District—To be Honorary Captain, llth 
January, 1954: Maurice Joseph Brennan. — 

8rd Military District.—The resignations of the following 
officers of their commissions are accepted: Honorary 
Captains G. W. Briggs, 11th January, 1953, and B. M. 
Wadham, 3rd December, 1953. 
8rd Military District—To be Honorary Captains: Keith 
Sidney Crowley and Robert John Redburn, ist February, 
1954, and Stephen Joseph Robert Hunt, 2nd February, 1954. 


RoyaL AUSTRALIAN AIR FORCE. 
“Permanent Air Force. 
Medical Branch. 
The probationary appointment of Flight Lieutenant M. W. 
‘Williams (024203) is confirmed. 


Wing Commander H. J. Melville (03175) is appointed rg a 
permanent commission, 28rd February, 1954. 


4/31905 Captain (Temporary 


e resignation of Flight Lieutenant H. Borkman (025627) 
ie ‘accepted 26th March, 1954. 
Active Citizen Air Force. 
Medical Branch. 
Flight Lieutenant (Temporary Squadron Leader) (Acting 


Wing Commander) D. A. S. Morgan, O.B.B. (04398), ceases 
to hold the acting rank of Wing Commander, 23rd March, 


1954. 
: Air Force Reserve. 


Medical Branch. 
The following former officers are appointed to commissions 


‘with the rank of Flight Lieutenant: G. U. Taylor (036124), 


65th January, 1954; D. C. Galbraith (025651), 6th January, 
1954;, A. W. Liggins (423143), 2nd February, 1954. 

Gerard William Crock (257908) is appointed to a com- 
mission, 17th February, 1954, with the rank al Flight 
Lieutenant. 

The following officers are placed on the Retired List, 16th 
March, 1954: Flight Lieutenant (Temporary Wing Com- 
mander) V. N. B. Willis (2872), Flight Lieutenant (Tem- 
porary Squadron Leader) J. L. Pollock (8216), Flight 
Lieutenant J. P..G. Hurley (266820). 

The appointment of Squadron Leader s. ois Steele (1450) 
is terminated 13th February, 1968. ~ 


‘Che Royal Australasian College of 
Pbpsicians. 


EXAMINATION FOR MEMBERSHIP. 


AN examination for membership of The Royal Australasian 
College of Physicians will take place in August-October, 
1954. The written examination will be held on Saturday, 
August 28, in capital cities of the Commonwealth where 
candidates are offering. The clinical examination will take 
place in Sydney from approximately Friday, October 8, to 
Tuesday, October 12. Only those candidates whose answers 
in the written examination have attained a satisfactory 
standard will be asked by the Censor-in-Chief to pi 
to the clinical examination. 


. * DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JUNE 65, 1954." 


N Australian 
Disease. South Victoria. | Queensland. South Western Tasmania. Northern Capital Australia.* 
Wales. Australia. Australia. Territory." |. Territory. 
Chores (St. Vitus) 2(1) ? 
Diphtheria. 19(13) a} 1(1) 37 
Hepatitis. . 16(3) 16(11) 82 
.. se os ee ee oe 
elitis .. 1 
Rubella 8(7) 3 13 
Salmonella Infection dc i) 1 
Scarlet Fever an 17(6) 28(16) 3(2) 5(5) 2 1 51 
“Typhus (Flea-, Mite- and ‘ 


* Figures in patentheses are those for the metropolitan area. 
* Figures not available. 


* Figures incomplete owing to absence of returns from Northern Territory. 


Applications to appear before. 


4 
wa 
‘ 
a 
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the 

and must be in the hands of the Honorary Secretary of the 

College not later than Friday, July 30, 30, 1964. Application 

forms are obtainable from the Honorary Secretary. Sank ote _ BIRTHDAY HONOURS. is 

honour of knighthood on Dr. Alexander Paterson Murphy 
oti and Dr. Herbert Henry Schlink. 
te.  . Dr. Arthur John Metcalfe and Dr. Cecil Julian 


ie , - Walters have been made Commanders of the Most Excellent 
Order of the British Empire. 
NATIONAL HEALTH (PHARMACEUTICAL BENEFITS) ‘Dr. Douglas William Leigh Parker and Dr. Robert Stanley 


“REGULATIONS. Steel have been made Officers of the Most Excellent 
of the. British 
vi ni 
Federal Council of the British Medical Association in Bominations an anv Glections. 
Australia and is published at his request. 
{corpy.}] THE undermentioned applied election as 
CoMMONWEALTH oF AUSTRALIA. South Wales Branch of the British Medical 
ion: 
Biro 4 Department of Health, Quoyle, John Charles Joseph, M.B., B.S., 1948 (Univ. 
Canberra, ACT., Sydney), 116 Barton Street, 
Dr. J. G. Hunter, ‘ 9th dune, 1954. $mith, Colin Landon, L.M.8.S.A., M.B., B.S., 1953" (Univ. 
Secretary, - London), 11 ‘Mildura Street, Killara. 
Federal Council, Morrison, James Brown, M.B., B.S., 1953 (Univ. Sydney), 
British Medical Association, The Point Road, wich. 
135 Macquarie Street, 


Sydney, N.S.W. 


Dear Doctor Hunter, Diary for the eponth. 


I should like to clarify the ‘position with regard to the 


of prescription forms used in the writing of jury 2.—Queensland Branch, B.M.A.: General Meeting. 
. pharmaceutical benefits. JuLy 6.—New South Wales Branch, B.M.A.: 
Although the National Health (Pharmaceutical Benefits) Juuny rears Australian Branch, B.M.A.: Council ‘Meeting. 
Regulations require that each form bear the letters “N.H.S.” JuLy 7.—Victorian Branch, B.M.A.: Clinical Mesting. : 
and in the case of a pensioner pharmaceutical. benefit in 


addition the words ‘Pensioner Benefit”, it is not intended to - 


enforce this provision rigidly, at least until circumstances Medical Appointments: Important Motice. 


dictate otherwise. 


It is appreciated that for some time to come doctors in M 
many cases will not have expended stocks of forms which without having 
they have had prepared to meet the provisions of the with the Honorary Secretary of the Branch concerned, or 
a reasonable period will with the Secretary of the British Medical Association, 
ow or disposal of forms. ua. navn, 
The Chief Pharmacists in the several States have already New South Wales Branch (Medical Secretary, 185 Macquarie ee 
peen advised along these and I no contract practice appointments in 
~~ difficulty will be experienced doctors merely on the count 
that prescription forms have not been endorsed strictly in 
accordance with official requirements. It is nevertheless - Friendly Societies’ Medical institute; Bundaberg Medical 
expected that doctors who have not been in the habit of . Institute. Members accepting LODGE appointments and 
‘using printed endorsed forms will conform to the new those desiring to accept apematenenta to any COUNTRY 
requirements. HOSPITAL or position outside Australia are advised, in 
AC of Yours faithfully, their own interests, to setreaet a copy of their Agreement to 


(Signed) H. E. iin” . South Australian Branch Honorary, Seset Secretary, 178 North 
Acting Director-General Ad All Con & appointments 


of Health. South 
’ Western Australian Branch (Honorary Secretary, 205 Saint 
Practice appointments in Western Australia. All govern: 
ce appo en n ern & 
ROYAL SOCIETY or NEW sour WALES. ment appointments with the exception f" those ‘of the 4 


-Lectute for. 1964: ‘entitied of tments fpr the north-west 


“Chemical Structure and Biological Function of the Pyrrole . 
Pigments and Enzymes”, will be delivered by Dr. M. R. : ’ 
Lemberg, F.R.S., Director of the. Institute of “Medical €vitorial 
Research, Royal North Shore Hospital of Sydney, on- 
Thursday, July 15, 1954; in the Number Three Lecture E 


Theatre, Chemistry Department, bwvahineoat of Sydney: The MANUSCRIPTS evened to the office of this journal cannot 
free blic. f under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
JOURNAL OF AUSTRALIA alone, unless the contrary be 


ner communications Fay be addressed to the Editor, THE 


JouRNaL ov AusTratia, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3. 
“THE MELBOURNE PERMANENT POST-GRADUATE Avustraiia, Seamer 
COMMITTED. New South Wales, without delay, of any irregularity in the 
“responsibility or recogn any claim ene out of non- 


delivery of this journ: The managerhant cannot accept ny 


of journals unless such notification received within 


Correction of “month 

wishes to point out an error in the notice of @ course in membership of the Branches of the British Medical Association 
skin histopathology to be conducted in Melbourne in June, in the Commonwealth can become subscribers to the journal by 


1954, which appeared in this journal of May 15; 1954. This applying to the Manager or through the usual agents mm gy 
course will be conducted by the Victorian’ Branch of the ‘llers. Subscriptions can commence at the beginning of Boy 
‘British Association ‘of! Dermatology, and not as stated by Uarter and are renewable on Deckmber 31. e rate 
logi onl fation of Australia (British, M dic al annum within Australia and of 


ations, and £6 10s. per annum wi in. America an d. foreign 
The Committee regrets the error. countries, payable in Savates. 
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Department of Health 


SAFETY AND POTENCY! 


. Effectiveness of treatment with biological products depends upon the strict control 
of manufacturing processes, the use of rigid safety tests and the accurate standardiza- 
tion of the finished material. 


All materials produced by the COMMONWEALTH SERUM LABORA- 
TORIES are tested for purity, safety and potency in accordance with international 
agreements when these apply or with the standards of the British eee seg or 

_ other recognized authorities. 


The expiry date and the conditions of storage have in every case been determined 
as the result of careful experimental investigation. 


Commonwealth Serum Laboratories’ products can therefore be relied upon to be 


SAFE, POTENT and ACCURATELY STANDARDIZED. 


COMMONWEALTH SERUM LABORATORIES 


PARKVILLE, VICTORIA, AUSTRALIA 
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- 4 ‘ Registered at the G.P.O., Sydney, for transmission by post as a newspaper. 
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BRAND FOR 


“Streptomycin Sulfate and Dihydro Streptomycin Sulfate 


Dose for dose “Duomycin” 


will ‘maintain the thera-— 


‘peutic effect of its 
whereas the 
incidence Of toxicity is 
reduced. 


LABORATORIES 


tomycin base. MANUFACTURING CHEMISTS, 15 HAMILTON SYDNEY. 


mics 


| Jone 26, 1964 
¢ fy 
iishe 
-— @ 2-8 @ 8: - 
. 
' Packed in boxes of 5 vials, Further information on treatment and dosage from _ 
taining’ 0.5 gramme of 
streptomycin base and 0.5 
gramme of Dihydro Strep- 
AL.43.FP | 
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ers. 


ES—saLus AND PURCHASES 


ANCIAL ASSISTAN 
approved cases to facilitate 


Telephones: BU 3340, Sa 
XY 4644 (after hours). 


Telegrams: “Locumtenens, Sydney.” 


BRITISH MEDICAL AGENCY OF NEW SOUTH WALES LTD. 


B.M.A. HOUSE, 185-187 MACQUARIE STREET, 


A.M.P. 


LIFE ASSURANCE 
policies paid through 


this Agency—are advantageous to this 
Branch Office of A.M.P. Society. 
Duplicating, Typing 


Service Available. 


INSURANCE— a 
SUPERANNUATION 


Valuable proposals for medical pro- 


LL CLASSES 
FUND 
SCHEME 


MEDICAL PRACTICES 


A practice, estab- 
years, at holiday resort 
within 70 miles north of Sydney. 
faking £3000 p.a. without P.MLS. 
mately 
position for “salle at £4000. Local 
peel hospital. or con- 
enting, but prefers to sell 
mii or on terms. 


practice north of 
anes, blished 


opposed, 
years, taking over £4800. Goodwill 
£3000. Waterfront furnished house 
on se grounds for sale at £7500. 
Freehold three-room furnished 
surgery located in main _ street 
away from house for sale at £1500. 


Terms available. 

Sydney, close western suburbs, 

gstablished 25 years, taking £2500 

without Well-kept corner 

house with all conveniences for sale 
£6500. Generous terms available 
successor, 


}RICHARD THOMSON 


& CO. PTY. LTD. 


8 CASTLEREAGH ST., SYDNEY 
(Near Hunter Street) 
BW 8916 BW 8916 


After Hours: FF 3343. 


Positions Available for Locums 


and Assistants. 


district HosPrrat, 
N.S.W. 


PLICATIONS are invited for 


position of Junior Resident 
Medical Officer at the above hos- 


Quarters are provided. 
Duties: General wards, casualty, 


‘theatre, obstetric ward. 


Term of appointment 12 months. 

Salary £882 14s. per annum. 

Bospital situated on the south 
Coast, 50 miles from Sydney. 

Applicant to state age, mae) 
Standing to the Secretary.—C. 
Secretary. 


R SALE: Elmquist direct 
writing 


used, 
erg No. 449, co. this 


R SALE, Coastal Practice 50 
miles from Sydney. Rapidly 
@xpanding . area. hospital 


facilities. G.T. over £5000. No 
Could be rapidly ex- 
by surgeon. Deposit and 
ements over three and a half 
Apply 


ject to discussion. 
c.o. this office. 


ALTER AND ELIZA HALL 
INSTITUTE Ore MEDICAL 


RESEARCH, 
APPLICATIONS are invited for 
the position of Pathologist 

Research 


Walter and Eliza Hall. Institute, 
Melbourne, August, 1954. 
Sala to qualifications 


ary acco’ 
at least £1100, Holder will receive 
training” in methods of clinical 


tropolitan area oy Sydney 


graduate. Week-end, night calls 
pa evening surgery. car. 

JJ 2438 (Sydney). 
SALE. 


FOR 


Luxurious modern brick man- 


sion, new, situated Princes 
Highway, Ulladulla, near 
“Marlin Hotel”. Handy golf 


and fishing. Commands exten- 
sive, views of coastline and 
mountains. Every convenience 
installed. Four bedrooms, large 
lounge, kitchen, dinette, double 
garage, etc. Suit retired doctor 
or private hospital. 

Apply L. Veitcx, 
N.S.W. 


OMMONWEALTH OF _ AUS- 
TRALIA: REPATRIATION 
DEPARTMENT, : 


MEDICAL OFFICER, BRANCH 
OFFICE, PERTH. 


Salary : £1322-£1874 per annum. 
Duties: Medical examinations 
administra- 


Applications, stating qualifica- 
tions and experience, close with 
the Deputy Commissioner, Repat- 
riation ‘Box F352, 
Perth, b 


Note: The provisions of the Re-. 


establishment and Employment Act, 
1945-1952, relating to preference in 


employment will in the 
selection of an appointee. 
-GRADUATE STUDY BY 
CORRESPONDENCE FOR 
ALL BRITISH AND _ AUS- 
TRALIAN MEDICAL Ss. 


in Anesthetics; Diploma 
ical Medicine ; Diploma 
Diploma in 
in Laryn- 

Diploma Child Health; 
and all 
Examinations ; M.R.C.P.Lond., and 
inations; M.D. 


edical 
Thesis of all Universities; Courses © i 


for all Quali Examinations. 
Complete Guide to Medical Examin- 
ations sent free on application. 
Applicants should state in which 

ualification they are 


respon tien College, Welbeck 
ice 
London, ._W.1. 


Bt, 


dJater than 


perience 


E COLLEGE OF RADIOLO- 
GISTS OF AUSTRALASIA, 


EXAMINATION FOR MEMBER- 
SHIP (M.C.R.A.). 


Examination in Parts I and II 
for the M.C.R:A. qualification may 
be taken in Diagnostic and/or 
Therapeutic Radiology, and 
commence on 30th August, 1954. 
The written examinations in Part 
I will be held in the capital cities 
of States in which candidates are 
resident, and in New Zealand cities 
by arrangement. 


All candidates presenting in 
Part II must attend in Melbourne 
for both written and practical 
examinations, which commence on 
30th August, 1954, and which will 
be completed in about ten days. 


Entry forms must be received at 
the College office in Sydney not 
the 5th July, 1954 
accompanied by the entry fee an 
all the necessary certificates. In- 
complete entry forms or lack of 
appropriate certificates will cause 
rejection of the candidate’s applica- 

on.—ARTHUR B. SULLIVAN, Hon. 
Secretary. 


R SALE: BRICK COTTAGE. 

Best position main _ street 
Dulwich Hill, Sydney. Solid con- 
struction. Three bedrooms, garage, 
H S., ‘phone, two toilets. Tram, 
bus, train service. Price £5500. 
Deposit Ring LM 1868 after 

o’clock. 


MMONWEALTH OF AUS- 
TRALIA: DEPARTMENT OF 
HEALTH. 


Munitions 


Medical Officer : 
Vic- 


Medical Service, Melbourne, 
toria (temporary position). 

Salary: £1322-£1936 per annum. 
Advancement beyond £1812 per 
annum is_ subject to conditions 
prescribed by the Director-General 
of Health. 

Duties : Supervise factory hygiene 
and of employees in 
munitions establishments in Mel- 
bourne. ‘ 

Qualifications : Eligible for 
registration within Australia, Ex- 
in industrial medicine 
desirable. 

age, war 


service any), marital status, 


and experience) to 


the Director-General 
Can 


berra, A.C.T., by 15. 


PRACTICE REQUIRES 
PARTNER with 

gi experience, preferably 
holding higher surgical degree. 
Situated in growing country town 


n southern New South Wales. 
Takings of partnership over 
Excellent hospital facili- 


Large amount of traumatic 
and orthopedic surgery. Practice 
conducted from well staffed and 


atholo 
eply No.- this. 


WILLIAM PEARCE 


MEDICAL AGENCY 
SERVICE 


. with a minimum charge of 


available for Transfer, 
Particulars in confidence. 
No. 201: N.S.W. base hospital 
town. ross earnings 
£9000 p.a. Mids. 95 p.a. 
share available able G.P. in 
will including book debts, furniture 
and euvipteent of surgery and 
waiting room, £3500. Surgery and 
waiting room to rent or purchase 
residence. 


No. 204: N.S.W. northern rivers 
uno; pposed practice taking over 
p.a. Mids. 65 p.a. will 


Low deposit, balance 3-4 
eats bank interest. House and 
lock-up surgery to rent. 


No. 211: N.S.W. highlands within 
75 miles Partnershi 
wees over £11,0 0 a. Mids. 6 
p.a., excellent hospital facilities. 
Suitable two experienced G.P.’s. 
Goodwill and two residences for 


sale. Vendors will consider ex- 
change with ydney suburban 
practitioners, 


Lecums ond assistants cvaileble. 


William Rarce 


ANO CO PTY. 
LICENSED REAL ESTATE 
AND BUSINESS AGENTS 

149 Castl h Street, S 
Telophone: M2261 <M 2262" 
After Hours: 


R. J, JACKSON FA 2869 


OMAN GRADUATE, 1948, 
AVAILABLE FOR LOCUMS, 
July-November. City or country 
(N.S.W.). Own car. Reliable. 
Reply No, 450, c.o. this office, 


Fo SALE, E.C.G., eight 
months old, order, £210. 
LA 2636 (Melbourne). 


SSISTANT WANTED, view 

partnership (male, Protestant), 
for old-established general prac- 
tice near North Shore, Sydney. No 
house available yet for marri 
assistant. Single accommodation 
available. Salary £1500 pa. and 
car allowance. Or will consider 
sale of half-share to suitable 
aepmount Reply No. 444, c.o. this 
office 


ADVERTISEMENTS, .—Copy for 
advertisements in this section 
of the a should be in the 

e Manager ten days 


-prior to date of publication. 


Pp 
rate is 25s. per single 
8. 


©. R. STRANGE, 
a 
| 

; littl 
£400. 
Office. 
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Effective Combined 
T herapy 


5 


effect established in about 36 hours. Should therefore be combined with 
Pularin therapy for the first one or two days. 


PULARIN 
(Hoparin-Evars) 
| Pulatin intravenously for immediate anticoagulant effect, which can 
be maintained by four-hourly intravenous or eight /twelrehoaly 
intramuscular injections. 
DEVAN 
(Phenylindanedione-Evans) 


1. Non-cumulative 
Fully effective antidotes available:— 


Intravenous Protamine Sulphate for Pularin” 
Intravenous Vitamin K, for Dindevan 


EVANS . MEDICAL SUPPLIES LTD 
31 QUEEN STREET, MELBOURNE, 
AND DINDEVAN ARE BOTH AVAILABLE AS PHARMACEUTICAL BENEFITS UNDER THE P..A. 
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